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1 estription ls for 125 year 
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this the 
picture you want to prescribe 


for your hypertensive patients? 


Nitranitol’s safe, gradual, prolonged vasodilation 
permits hypertensives to resume more normal lives. 


Nitranitol is the universally prescribed drug in the management 


a1 7 
i Hl 1 RA | IT Q L (brand of mannitol hexanitrate ) 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


. When vasodilation alone is indicated —NITRANITOL. 
2. When sedation is desired—NITRANITOL with PHE- 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


NOBARBITAL. 


3. For extra protection against hazards of capillary 


fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN. 


. When the threat of cardiac failure exists—NITRANITOL 


with PHENOBARBITAL and THEOPHYLLINE. 


. For refractory cases of hypertension — NITRANITOL 


P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 
* alkavervir 
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SIGMOID MOTILITY 


Tt 
BANTHINE 100 MGM PO 


60 


MINUTES 


The effect of 100 mg. of Banthine on sigmoid motility. The con- 
tractions did not return during the experimental period.! 


In Intestinal Hypermotility—Banthine 
“*...has a prolonged inhibitory effect on human 
gastrointestinal motility. ... 


The duration of its action is striking,.... 


It has also been observed that definite retardation in gastro- 
intestinal transit time in individuals with hypermotility was 
attributable to the therapeutic effect of Banthine.? 


OAR 


2A . . 
BANTHINE Bromide (brand of methantheline bromide)— 
a true anticholinergic—is available for oral and parenteral use. 


1. Kern, F., Jr.; Almy, T. P., and Stolk, N. J.: Effects of Certain Anti- 
spasmodic Drugs on the Intact Human Colon, with Special Reference to 
> Banthine (8-Diethylaminoethyl Xanthene-9-Carboxylate Methobromide), 
: ls Am. J. Med. //:67 (July) 1951. 

CHEMISTRY > 


“ono 2. Lepore, M. J.; Golden, R., and Flood, C. A.: Oral Banthine, an Effec- 
tive Depressor of Gastrointestinal Motility, Gastroenterology /7:551 (April) 
1951. 
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prompt and 
prolonged 
decongestion 
an COLDS 
SINUSITIS 


be 


Neo-Synephrine hydrochloride, through immediate and prolonged 
decongestive action, not only restores nasal patency, but also 

helps to reestablish and protect the physiologic defense mechanisms 

of the nasal cavity: sinus drainage and aeration. 


Neo-Synephrine hydrochloride is notable for its relative freedom 
A A from sting and for virtual absence of compensatory congestion. 
— Furthermore, it does not usually produce systemic side effects such 
as nervous excitation, cardiac reaction or insomnia, 


The decongestive action of Neo-Synephrine hydrochloride is undi- 
minished by repeated use—insuring relief throughout the dura- 
tion of the illness. 

%% solution (plain and aromatic), 1 oz. bottles 


% and 1% solutions (when stronger vasoconstrictive action is 
needed), 1 oz. bottles 


%% water soluble jelly, 5% oz. tubes 


HYDROCHLORIDE 


New 18, N.Y. Winpsor, Onr. 


DHARMALY 
CHEMISTRY 
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Neo-Synephrine, trademark reg. U. S. & Canada, brand of phenylephrine 
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adenylic acid for systemic therapy 
® 
M Ye ” D EB N The medical profession has been expressing ever increasing interest 
(ad ine-5 phosphate) 


in My-B-pDEN. It is being widely used both for established indica- 


tions, as well as a nontoxic source of ATP in the body for experi- 
mental work. The following article confirms the therapeutic value 
of my-B-DEN in varicose or phlebitic vein conditions, and extends 
its use to the treatment of acute thrombophlebitis. 


from the current literature on the therapeutic action of muscle 
adenylic acid on ulcers and dermatitis associated with varicose veins 


and in acute thrombophlebitis: 


Thirty-five patients with chronic venous insuf- 
ficiency and tissue changes were treated with 
Sustained-Action My-B-pEN, 20 mg. intramus- 
cularly, three times weekly. The incidence of 
improvement in symptoms and signs was: pruri- 
tus, 97%; pain, 82% ; erythema, 88% ; edema, 
82%; scaling, 88%. Healing of the ulcer oc- 
curred in 19 cases. No local ill-effects or systemic 
reactions were encountered. After My-B-DEN 
therapy was started, the customary “supportive” 
measures, except elastic bandages, were discon- 
tinued and patients were encouraged to maintain 
their usual daily routines. Three secondarily in- 
fected cases received short courses of penicillin 
therapy. Muscle adenylic acid therapy, followed 
by surgery when necessary, is advocated as 


standard procedure for permanent improvement 
or healing of chronic complications of varicose 
veins and for reducing prolonged hospitalization. 


In acute thrombophlebitis encouraging results 
were obtained in the five patients treated with 
Sustained-Action My-B-pEN, 20 mg. intramus- 
cularly, daily for eight to fourteen days. In one 
patient with bilateral leg involvement, signs and 
symptoms subsided within eight days following 
the addition of My-B-pEN to the treatment: this 
patient had received anticoagulants, antibiotics 
and supportive therapy without apparent relief. 
Boller, R.; Rottino, A., and Pratt, G. H.: Therapeutic Action 
of Muscle Adenylic Acid on Ulcers and Dermatitis Associated 


with Varicose or Phlebitic Veins; Follow-up Report, Angiology 
3:260, 1952. 


The following papers referring to adenylic acid, muscle adenylic acid, and adenosine-5-monophosphate are all based 
on Bischoff's My-B-pDEN and its use in varicose vein complications: 


Lawrence, E. D.; Doktor, D., and Sall, J.: Muscle Adenylic Acid: A Clinical Study of Its Effect, Angiology 2:405, 1951. 
Rottino, A.: Boller, R., and Pratt, G. H.: Therapeutic Action of Muscle Adenylic Acid on Ulcers and Dermatitis 
Associated with Varicose or Phlebitic Veins; Preliminary Report, Angiology 1:194, 1950. 


A complete bibliography on the use of My-B-DEN in various conditions available on request. 


intramuscular: Sustained-Action (10-ce. vials) 


available dosage forms: | and aqueous (1-cc. ampules) 
oral: sublingual tablets (20’s, 50’s, 500’s) 


Bischoff) 


ERNST BISCHOFF COMPANY, INC « IVORYTON, CONN. 
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an effective, modern therapeutic 


agent chemically related to 
cascara, for precise, well-tolerated, 


individualized management 
of acute or chronic constipation 


DORBANE*— a pure compound — exerts a mild yet 
dependable effect on the large bowel. Effective dos- 
age can be determined individually with ease and 
accuracy. Abundant clinical evidence has shown 
DORBANE to be free from undesirable side-effects. 


AVAILABLE as DORBANE Scored Tablets, bottles of 
100, each containing 0.150 Gm. active ingredient; 
and DORBANE Confets* (orange-flavored wafers, 
like candy), tubes of 20, each containing 0.075 Gm. 


ADMINISTERED One hour after evening meal (evacua- 
tion usually occurs the following morning). Dosage for 
adults—/ to 2 tablets or 1 to 4 Confets daily; for chil- 
dren — 2 to 1 tablet or 1 to 2 Confets. Start with 
minimum dosage and adjust to individual response. 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 
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MEMO FROM THE 


MANAGING PUBLISHER 


It Isn’T easy to be modest when you’re fairly bursting your 
buttons with pride. But we’ll try. 

GP has just won a distinctive award, unique in medical 
journalism. The American Institute of Graphic Arts has 
selected this journal as an outstanding example of excellence 
in graphic presentation of editorial material. 

Announcement of the winners, chosen from among the 
many thousands of magazines in America, was made at the 
formal opening of the Institute’s annual exhibition in New 
York on October 14. The winning entries were selected by a 
committee of six judges including some of the outstanding 
experts in the publishing world. Among the judges were 
representatives from the publishing and editorial staffs of 
Parade, Time, McCall’s and Curtis Publishing Company. 

In past issues we have told our readers of the gratifying 
reports we have obtained from an independent research 
agency which we employed to measure the reactions of our 
readers to GP’s editorial content. A few months ago we 
mentioned an award of merit from the magazine Jndustrial 
Marketing for excellence in design and format. But none of 
these commendations are quite as significant as one from 
the very highest arbiter of graphic arts standards in this 
country. 

When this was written (prior to the official announcement) 
we had no way of knowing what other magazines were among 
the winners. But a glance at the list of last year’s winners 
indicates that GP is in rather respectable company. Among 
those selected last year were such giants in the publishing 
world as Fortune, Art News, Cosmopolitan, Good Housekeeping, 
Harper’s, Holiday, and Harper’s Bazaar. 

This puts GP in the big league. And that was an aspiration 
of ours when this new type medical journal was launched two 
years ago. As we announced here in the first issue, our goal 
was to achieve a fresh approach to the presentation of medical 
literature. To do so we recruited a staff of trained workers to 
produce a magazine for professional people that was pro- 
fessional in every sense. 

Periodic surveys, based upon scientifically conducted 
interviews with readers, have been employed to measure the 
degree of success we are achieving in giving the busy general 
practitioners who subscribe to GP the kind of “meat and 
potatoes” they want in our editorial pages. The results of 
these surveys, and the generous and spontaneous compli- 
ments sent in every month by readers indicate that we have 
achieved remarkable success in this goal. 

Aside from the fact that everyone likes a pat on the back, 
we are pleased to find that the distinguished experts in the 
American Institute of Graphic Arts approve the techniques 
employed in presenting the editorial material to our readers. 

—M.F.C. 
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Clinicians are reporting on 


NEO-PENIL* 


... the new, long-acting derivative of penicillin 


... about its ability to concentrate in the lung: 


**... concentrations of this drug in the lungs after intramuscular injection are 
five to ten times higher than those of benzylpenicillin [penicillin G].”"! 


... about its ability to concentrate in sputum: 


““Neo-Penil gave rise to significantly higher concentrations of penicillin 
in bronchial secretions than did procaine penicillin . . .’”? 


... about its effectiveness in bronchopulmonary disease: 


“Our own evidence would indicate that it is a more effective form of penicillin 
in patients with chronic pulmonary emphysema and bronchopulmonary infection.’’ 


“This compound appeared to have a unique value in respiratory infections due 
to gram-positive bacteria.’”! 


Bibliography: 1. Barach. A.L., et al.: Bull. New York Acad. Med. 287353 (June) 1952. 
2. Flippin, H.F., et al.: Report distributed at the Chicago Session of the A.M.A. (June) 1952. 
3. Segal, M.S., et al.: GP, in press. 


‘Neo-Penil’ is available at retail pharmacies, in single-dose, silicone-treated vials 
of 500,000 units. Full information about ‘Neo-Penil’ accompanies each vial, 
or may be obtained by writing to: 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, $.K.F. 
(penicillin G diethylaminoethyl ester hydriodide) Patent Applied For 
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Secretary’s Newsletter 


Board Authorizes 
Building Program 


Investigate Plan for 
Home Study Courses 


Leonard Read Named 
Speaker for Banquet 


> A motion which will authorize the Building Committee to 
begin construction of the Academy's headquarters building 
next spring was passed by the Board of Directors in its reg- 
ular fall meeting in Kansas City last month. Estimated final 
cost of the building and the lot is $350,000; the Board's 
action instructs the Building Committee to begin construc-— 
tion as soon as fixed assets and cash on hand in the build- 
ing fund equal $125,000. Chairman John R. Fowler expresses 
confidence that this sum will be raised by the end of the 
year, and thus permit construction to begin next spring. 


> In its two-day meeting the Board of Directors also: Heard 
a progress report by Dr. Merrill S Shaw, Chairman of the Com 
mission on Education, concerning investigations BY . a sub— 

committee of his Commission on home study courses for post- 


graduate | credit . 


Considered proposed amendments to the Constitution and 
By-Laws . 


Discussed improved means of recording postgraduate hours 
completed by members . 


Gave consideration to a suggestion that the Academy change 
its name from "General Practice" to "General Medicine and 
Surgery" . 


Approved the endeavors of Dr. Malcom Phelps and his Com- 
mission on Legislation and Public Policy to make November 4 
a medical holiday and thus encourage all doctors to vote, 
and... 


Received a report showing a healthy progress in GP from 
Dr. Arthur N. Jay, Chairman of the Publication Committee. 


> In approving plans for the 1953 Annual Assembly, the 
Board named Leonard Read speaker for the annual banquet 
on on March ch 25, with Dr. E. E. E. Haddock, president of the Vir- 


ginia ia chapter, serving as toastmaster, and . 
Endorsed the program of Chairman Newkirk's Committee on 


Scientific Assembly for the 19535 meeting and approved plans 
to publish "Abstracts" again next year. It also. . 


Appointed Dr. John F. Mosher, Coeymans, N. Y., Chairman of 
the Committee on Scientific Assembly for next year, to have 
charge of the 1953 program in Cleveland . : 


Heard Dr. J. S. DeTar report that twenty-seven state chap- 
ters had qualified under the ae" S group insurance plan 
offered by Continental Casualty .. 


Appointed Dr. Earl McCallister, eatin of the Ohio 
chapter, to be Secretary of the State Officers' Conference 
for 1953 with Chairman Sam Garlan . ‘ 
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Approved the action of the Mead Johnson General Practice 
Scholarship Award Committee in naming the following univer- 
sity medical schools to nominate candidates for awards next 
year: Texas, Pennsylvania, Tennessee, Vermont, and Colorado, 
and . 


Approved the report of the M & R Award Committee in naming 
the following medical school deans to select the winners of 
the M & R Awards next year: Wilbur Davison, Duke; Francis 
Scott Smyth, University of California, and Robert Moore, 
Washington University Medical School at Saint Louis. 


International Congress > Dr. Fount Richardson, Fayetteville, Arkansas, was ap- 

Called for Mexico City pointed by the Board to serve as chairman of the Program 
Committee for the meeting scheduled to be held in Mexico 
City on April 1, following the Saint Louis Assembly. In 
addition, the Board... 


Approved a retirement pension plan for Academy employees 
to begin next year. 


Adopted a resolution prepared by Dr. J. P. Sanders as a 
memorial to the memory of the late Dr. George Marchmont-— 
Robinson, and . 


Appointed a special subcommittee to consider a proposal 
from Dr. Lester Bibler that the Academy form a national 
women's auxiliary. 

Hartley Chairman of > Dr. Herbert Hartley, Seattle, was named Chairman of the 


Nominating Committee Nominating Committee appointed by the Board of Directors at 
its September meeting. Other members, selected pursuant to 
Chapter V of the By-Laws, are S. S. Kety, Mississippi, W. H. 
Walton, Illinois, John 0. Boyd, Jr., Virginia, and James G. 
Murphy, Texas. Formerly the By-Laws required that all men- 
bers of the Nominating Committee be delegates to the Con- 
gress of Delegates. This section was amended at the 1952 
meeting, however, and members of the Nominating Committee 
this year were selected as nearly as possible to represent 
all groups and geographical sections. 


Here and There > The AMA is up in arms about a deliberately distorted 
in Fewer Words health movie "Without Fear" produced by a California union 
advocating compulsory health insurance. 


Dr. Charles L. Farrell, Academy member from Rhode Island, 
became President of the Association of American Physicians 
and Surgeons when that body met in Denver last month. An- 
other Academy member, Dr. Cyrus Anderson appeared on the 
progran. 


General practitioners in many foreign lands are taking 
steps to form Academies similar to the AAGP. Correspondence 
is being carried on with interested groups in England, 
Canada, Mexico, Australia, and New Zealand. 


Chairman Merrill Shaw and William Shaw, a member of the 
Commission on Education, will represent the Academy at the 
annual meeting of the Association of American Medical Col- 
leges in Colorado Springs this month. 


Sincerely yours, 


Qe. 
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j even a “first-time father” 

BESS SO can prepare it with ease 
Though “‘boiling water’’ is the extent of 
his culinary skill, the newest of fathers 
can, with Similac Liquid, readily prepare 
a formula closely approximating human 
breast milk in nutritional quality and 
digestibility. 


One part Similac Liquid added to one part 
sterilized water provides the standard 
20 eal. /fl. oz. feeding formula. 


SO SIMILAR TO HUMAN BREAST MILK: there is no closer 
equivalent to the milk of healthy, well-nowrished mothers 
in prepared liquid form than 


Liquid 


Supplied: Tins containing 13 fl. oz. 
Also available: SIMILAC Powder, 
tins containing 1 Ib. 


M & R Laboratories © Columbus 16, Ohio 
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Chevalier L. Jackson, M.D., Philadelphia, Pa. 
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Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo. ; 
Harold Jeghers, M.D., Washington, D.C.; William D. 
Paul, M.D., Iowa City, Iowa; Alison H. Price, M.D., 
Philadelphia, Pa.; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; John L. Parks, M.D. Washington, D.C. ; 
Richard W. Te Linde, M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 

Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, IIl.; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, M.D., Iowa City, Iowa. 


(Continued on page 13) 
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in acute 
or severe 


congestive 
failure 


The importance of MERCUHYDRIN \ 
Sodium in relieving the “drowning” 

heart has made it a fulcrum of 

the therapeutic regime in acute or 

severe congestive failure. In pulmonary 


edema or paroxysmal nocturnal 
dyspnea, the prompt, effective 
action of MERCUHYDRIN may be a 
life-saving measure, as demonstrated 
by extensive clinical experience. 
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Unexcelled for draining edematous : 
tissues, well tolerated locally | 
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and systemically, MERCUHYDRIN 
is an agent of choice for 
initiating diuretic therapy. 
MERCUHYDRIN Sodium (brand 


of meralluride sodium) is 
available in 1-cc. and 2-cc. 


ampuls and 10-cc. vials. 


LABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D., Chicago, Ill.; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill. 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 
Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 


Chings 
Co 
Come 


MM 


...In DECEMBER 


LUNG ABSCESS AND BRONCHIECTASIS 


Practical Therapeutics brings you details of 


management of pulmonary suppuration by 
Dr. Sol Katz 


THE SUDDENLY ILL BABY 


Remember “Examination of the Apparently 
Well Baby” in our last December issue? 
Here’s Keith Hammond again—with more 


of his piquant line drawings 
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| 
| Simplified Method For Control 
| Of Functional Uterine Bleeding with 


| Injection Cristerone 
| 


| Progesterone, Testosterone and Estrone, Wyeth 


‘*_.. excellent results may be expected in 95% or more” of patients treated’ 


Clinical experience demonstrates that 
Tristerone offers a prospect of successful 
therapy in 95 per cent of cases. By con- 
trast, single hormone therapy appears to 
yield favorable results in only 50 to 60 


per cent of cases.! So uniformly successful 


Withdrawal bleeding occurs one to six 
days after cessation of Tristerone therapy, 
and will last four or five days. To institute 
normal cyclic bleeding, plan therapy with 
Progesterone Membrettes®. Injection 


Tristerone is available in packages con- 


First Day 


Second Day 
Third Day . 


TRISTERONE DOSAGE SCHEDULE 


1 Tubex (2, if bleeding is severe) 
1 Tubex 
1 Tubex 


is the Tristerone therapeutic regimen 
that it has been described!” as “arrest of 
bleeding according to plan.” 

If bleeding persists more than 12 hours 
after initial dose, continue with 1 Tubex 
each on fourth and fifth days. 


*Trademark 


taining 3 Tubex® and 3 sterile needles; 


vials of 5 cc. 


References: 


1. Greenblatt, R.B.: M. Clin. North America 34: 
1551, 1950. 


2. Greenblatt, R.B., and Barfield, W.E.: South. 
M.J. 44:1131, 1951. 
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Chis Month’s Authors 


Irving M. Ariel, M.D., 


assistant professor of clinical surgery, New York Medical College, is a surgeon with the Pack 
Medical Group, New York, New York. He is also assistant visiting surgeon, Bird S. Coler and 
Metropolitan hospitals, New York City. Dr. Ariel, who received his medical degree from the 
State University of lowa, was formerly clinical instructor in surgery, University of Minnesota 
Medical School, Minneapolis, and chief of tumor service, Veterans’ Administration Hospital, 
Hines, Illinois. He is a diplomate of the American Board of Surgery. 


Nicholas J. Cotsonas, Jr., M.D., 


is chief medical officer, Medical Division, Gallinger Municipal Hospital and assistant professor 
of Medicine at Georgetown University School of Medicine, Washington, D.C. After graduation 
from this school in 1943, he served his internship at Gallinger. Following military service, he 
completed training in Medicine at Gallinger and assumed his present position in July, 1951, 
after serving two years as full-time instructor on the Georgetown University Medical Division 
at Gallinger. 


Thomas E. Douglas, Jr., M.D., 


who practices in Seattle, Washington, has, for the past two years, been the resident on the 
plastic surgery service at Jefferson Hospital. A graduate of Jefferson Medical College, Phila- 
delphia, Pennsylvania, he served internships at Jefferson Hospital and at Germantown Hos- 
pital, both in Philadelphia. After these, he returned to Jefferson for a three-year residency in 
ear, nose, and throat and laryngology and bronchoesophagology. Swimming, fishing, boating, 
and hiking occupy Dr. Douglas’ spare time. 


W. Paul Holbrook, M.D., 


a graduate of the University of Oregon Medical School, Portland, Oregon, is senior medical 
consultant, St. Mary’s Hospital, Tucson, Arizona, and holds the same position at the Tucson 
Medical Center. In 1948, Dr. Holbrook was elected the first president of the Arthritis and 
Rheumatism Foundation. He is also a past president of the Arizona State Medical Association 
and the American Rheumatism Association. Consultant in medicine to the Surgeon General, 
U.S. Air Force, and to the Veterans Bureau, he is the author of Manual of Rheumatic Diseases. 


James V. Warren, M.D., 


who is professor of medicine, Duke University School of Medicine, Durham, North Carolina, 
formerly held the same position at Emory University Medical School, Atlanta, Georgia. He is a 
graduate of Harvard Medical School, Boston, Massachusetts, and was assistant resident in 
medicine at this school from 1941 to 1942. From 1939 to 1941 he was medical house officer, 
Peter Bent Brigham Hospital, Boston. After this time he became affiliated with Emory Univer- 
sity Medical School, where his first appointment was that of instructor in medicine. 
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PHEOCHROMOCYTOMA. 
causes 


one curable form of hypertension 


Regitine, 5 mg. I. V. 


Blood Pressure, mm. Hg. 


the preferred diagnostic agent 


Because of its specificity, this potent adrenergic blocking 
agent affords an eminently safe, accurate, and simple 
test for the diagnosis of the hypertension-producing 
tumor — pheochromocytoma. 


When it is left untreated, pheochromocytoma is a pro- 
gressive and eventually fatal condition. After diagnosis, 
surgical removal of the tumor effects a complete cure. 
Therefore, “careful consideration of the possible pres- 
ence of a pheochromocytoma in every patient with hyper- 
tension must now be regarded as a diagnostic obligation.” 
Testing is quickly and simply done with Regitine. 


The above chart is a schematic representation of the 
type of response that you can anticipate in the adult 
hypertensive patient who does have a pheochromocytoma. 


For complete information contact your Ciba Professional Serv- 
ice Representative or write to the Medical Service Division. 


REGITINE methanesulfonate (phentolamine methanesulfonate Ciba) 
REGITINE hydrochloride (phentolamine hydrochloride Ciba) 


1. DECOURCY, J. L.: AM. J. SURG. —IN PRESS 


CDA pharmaceutical Products, Inc., Summit, New Jersey 
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in insomnia 


for prolonged use 


~ SEPTEMBER 


non-barbiturate hypnotic 


for safe, sound sleep 


without drug hangover 


DorMISON is safe for prolonged use because 


1 Evidence to date indicates that it is 
apparently free from habit-forming and 
addiction properties. 


2 It does not appear to accumulate in 


3 It seldom produces side effects. 


With Dormison, there is no prolonged suppressive ac- 
tion. Patients enjoy natural, restorative sleep— awaken 
alert and refreshed with no barbiturate-like hangover. 
DorMIsON’s extraordinarily wide margin of safety per- 
mits the prematurely awakened patient to repeat the 
dose, if necessary, without hazard or penalty of mental 
depression upon arising. 


Dosage: Two 250 mg. capsules taken with a glass of cold water or milk, 
Many patients will be found to respond to only one capsule. 


Dormison* (methylparafynol-Schering), capsules of 250 mg., 
bottles of 100, 


CORPORATION « BLOOMFIELD, NEW JERSEY 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 


car 
up? 4 
only ™ a 


SUSPENSION ond convenient 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Cultists and Quacks 
Dear Sir: 

My purpose in writing this letter is to take exception to 
statements by Dr. Evarts Graham about the expansion of 
rural health facilities, and the bad in these “dinky hospitals” 
which overcomes the good. I think his statements were ill- 
informed, untimely and discourteous. I realize that all of us 
can’t be Dr. Grahams, but out here in rural areas and small 
urban centers is where most of the medicine is practiced 
in the United States. 

When such a large portion of the healing practice is done 
by cultists, quacks, and persons of substandard training 
(don’t osteopaths do a great deal of surgery in Missouri”), I 
think Dr. Graham is unwise to slur his own professional 
colleagues who almost without exception are striving to 
improve the standard of medical care. 

I also want to compliment you on the Academy’s out- 
standing publication, GP—you can be justly proud of it. 

C. Lewis Hyatt, M.D. 
Monticello, Arkansas 


Ken and Capabilities 
Dear Sir: 

The article, ‘Diagnosis and Treatment of the Anemias,” 
which appeared in GP for July, 1952, was the best refutation 
which I have seen of the oft-repeated assertion that the 
diagnosis and treatment of anemia is beyond the ken and 
capabilities of the average general practitioner. Both the 
author and GP certainly deserve a vote of thanks. 


W. D. Snivety, Jr., M.D. 


Medical Director 
Mead Johnson & Company 
Evansville, Indiana 


The Pleasure’s All Ours 


Dear Dr. Fowler: 

We want to show our continuing interest in the project 
of erecting your new headquarters building, because we 
believe your group of physicians should have the support 
of businesses sincerely interested in the welfare of the public 
and in the caliber of medical attention it receives. Our con- 
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clusions in this respect are sincerely arrived at from the 
viewpoint of people who are honestly trying to help you 
put this thing over. As evidence of our support, I take 
pleasure in enclosing our check for $5,000. 

Ws. G. WERNER 

Director of Public Relations 
Procter & Gamble Co. 
Cincinnati, Ohio 


The check is most welcome, of course. But, far more deeply, 
we appreciate the sincere expression of belief in our objectives 
and of confidence in our capacity to attain them. When a suc- 
cessful industrial giant such as Procter ¢ Gamble believes the 
Academy is doing a good job—and backs it up with hard cash 
—that is an accolade we will cherish for years to come.— 
PUBLISHER 


What About the Patient? 
Dear Sir: 

I read with a great deal of interest the recent article entitled 
“General Practice by Appointment” (Richard C. Miller, 
M.D., GP, June, 1952), and it seems to me that the doctors 
who approve of an office run by an appointment system fail 
to take into consideration one very vital point, and that is, 
that people do not get sick by appointment. 

If an office practice can be carried on by appointment only, 
then this practice consists of chronic diseases or chronic 
conditions, and appointments may be scheduled in advance, 
but, unfortunately, in small communities, and even in large 
communities, this office system fails if it does not take into 
consideration the fact that a frantic mother calling for help 
for a sick child and on being told that the office hours are by 
appointment only, will immediately find fault with our pres- 
ent system of medicine. 

If a doctor has reached a state of affluence in which he only 
desires people by appointment, then he should have on tap 
the list of several doctors who are willing to take patients at 
any time. The refusal to see a sick patient without an al- 
ternative to offer can only give the profession a black eye. 

Do not misunderstand me. I have no objection to an office 
practice by appointment only, but that again leaves no time 
for calls, for emergency calls, for after-hour calls, or for sick 

(Continued on page 21) 
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A NEW REPOSITORY ACTHAR 


fe Administered As Easy As Insulin: 
HP*ACTHAR Gel can be injected subcutane- 
ously as well as intramuscularly with a 


minimum of discomfort. 


Fewer Injections: One to two doses per 


week may suffice in many cases (see pack- 
age insert for complete dosage schedule or 


write for full information). 


Rapid Response, Prolonged Effect: 
HP*ACTHAR Gel combines the two-fold ad- 


To greatly expand 


vantage of sustained action over prolonged 


periods of time with the quick response of 


the usefulness lyophilized ACTHAR. 
of ACTH Mach Lower Cost: Recent significant re- 


° ° duction in price, together with the reduced 
in your pr actice frequency of injections, have advanced the 
economy of ACTH treatment so markedly 


that it is now within everybody's reach. 


*Highly Purified. ACTHAR® is the Armour Labor- 
) atories Brand of Adrenocorticotropic Hormone — 


ACTH (Corticotropin) 


THE ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 
-wide 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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(Continued from page 19) 
people who are steady patients and unable to keep an ap- 
pointment because of illness. If a man, because of illness, or 
age, desires to limit the hours of his practice, it is his right 
to do so, but not at the expense of the medical profession’s 
reputation. 

I also conduct a system of appointments but this system 
is not for me, but rather for the patient. To illustrate, I have 
two rooms in which I give physical therapy. If four people 
come in at 6 o’clock for therapy treatments, two of them 
must wait for thirty to forty-five minutes. Therefore, it is 
more practical for me to schedule two treatments at 6 
o’clock and two treatments at 6:30 or 6:45. If ten people 
come in at 6 o’clock, one of them must wait until 7, 7:30, or 8. 
If I know these people are coming in, then I can separate 
them so that they may do their waiting at home. Acutely ill 
patients walk into the office and are seen in turn, regard- 
less of whether or not others have a previous appointment. 
I tell each new patient before I give him an appointment 
that the appointment system is approximate, that he may 
have to wait, but that he will not have to wait as long as if 
there were no appointments. 

Ordinarily, I have office hours from 1 to 3 and 6 to 8. I do 
not schedule appointments at 2 o’clock or 7 o’clock; there- 
fore, whoever answers the phone can arbitrarily tell people 
calling for an appointment to come in at these times. Living 
in proximity to my office, on Thursdays and Sundays I am 
in the office for a short while at 5 o’clock. My people know 
that I can be found there. If a patient calls my home on these 
days, my wife can automatically tell them to be at the office 
at 5 o’clock. My house calls and hospital visits are made in 
the morning, in the afternoon, and after office hours. 

The attitude that is being created in the minds of the 
public is readily seen by the first questions that a new patient 
asks me, “Do you make house calls? Do you make house 
calls after midnight?” My answer is the same, “‘I will go out 
until I’m 55, or have had my first heart attack,” and yet the 
possibility of having a heart attack is very remote at this 
time because I am enjoying the practice of medicine. I enjoy 
being with people and talking to people, and so far this has 
not been a strenuous proposition. There are only twenty- 
four hours in the day and I work through them slowly and 
steadily. If I cannot make a call, I will ask one of my col- 
leagues to do so, but only after I have contacted the family 
and explained the situation to them. I have eliminated a 
great many house calls but the manner in which I have done - 
so is the subject of another article. 

The conclusion, then, is that the appointment system of 
office practice is an excellent one for the doctor, but what 
about the patient? 

Epwin Matuin, M.D. 
Mt. Holly Springs 
Pennsylvania 


Practicability Plus Completeness 
Dear Sir: 

May I take this opportunity to express my appreciation 
for the excellent publication which our Academy of General 
Practice publishes. 

Though a relatively new reader of GP, I find it one of the 
most practical medical publications which is available to the 
medical doctor. Its completeness is certainly an indication 


(Continued on page 23) 
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Each VERATRITE tabule contains: 
3 Whole-powdered veratrum viride. .40 C.5.R* Units 
Sodium Nitrite... 


“SUPPLIED: Borties of 100, 500, 1000 tabule 


PRWIN, NEUSLER & COMPAR 
DECATUR, OSS 
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Newest and Most Promising Approach 


to the Medical Treatment of Alcoholism 


"Antabuse" offers renewed hope for the 
alcoholic patient. Extensive clinical 
studies have clearly established the 
effectiveness of this preparation in the 
treatment of alcoholism. 


Even small amounts of alcohol, taken 
after "Antabuse" is administered, will 

produce a highly unpleasant and distressing 
reaction. Because "Antabuse" produces this 
strong sensitivity to alcohol, sobriety is self 
enforced, and the patient is rendered more 
amenable to the supportive and psychotherapeutic 
measures necessary for rehabilitation. 


"Antabuse" is safe therapy when properly 
used. It should, however, be employed 

under close medical supervision and with 
the full knowledge of the patient. 


Tested in MORE THAN 100 clinics... 
by MORE THAN 800 qualified investigators 
...on MORE THAN 5,000 patients... 

and covered by MORE THAN 200 
laboratory and clinical reports. 


Brand of specially prepared and highly purified ~ 
tetraethylthiuram disulfide 
-..a@ “chemical fence" for the alcoholic 


Supplied in tablets of 0.5 Gn., 
bottles of 50 and 1,000. ? 


"Antabuse" is identical 
with the material 

used by the original 
Danish workers, and 

is supplied under license 
from Medicinalco, 
Copenhagen, Denmark. 
U.S. Pat. No. 2,567,814. 


Ayerst, McKenna & Harrison Limited 


New York, N.Y. « Montreal, Canada 
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(Continued from page 21) 
of long hours of work, combined with excellent foresight 
toward fulfilling the needs of a busy practitioner. 
Max Lovette Gotpen, M.D. 
Forbes-Golden Clinic 
Laurel, Mississippi 


“It Tops Them All” 
Dear Sir: 

I have recently been released from the Armed Forces and 
did not have the opportunity to read GP. Since I have opened 
my office here in Laconia, some of my colleagues have told 
me about it and have loaned me some of their old copies. I 
have read GP with a great deal of pleasure and enthusiasm 
and think it tops them all. 

I am not a member of the Academy at present, but hope to 
be in the future. I would sincerely desire to become a sub- 
scriber to GP. 

Leonarp J. Stovack, M.D. 
Laconia, New Hampshire 


For Sale in Salem 
Dear Sir: 

My husband, the late Dr. Maurice Chesler, died suddenly 
on September 8, 1952. He had been engaged in general 
practice at 124 W. Broadway, Salem, New Jersey, for the 
past seventeen years. During that period of time, he suc- 
cessfully built a lucrative practice as well as gained the respect 


and confidence of a great number of people living in and 
near Salem. 

I solicit your aid in bringing to the attention of your 
membership the availability of his practice. A completely 
furnished office and residence are available together with all 
medical equipment and case histories. 

I can offer the above to the right individual at a very at- 
tractive price, and can arrange to have such purchase financed 
to meet the purchaser’s requirements. 

Thank you for your very kind co-operation. 

Mrs. Maurice Chesler 
Salem, New Jersey 


Speed Is a Factor 
Dear Sir: 

I would like to become a member of the American Academy 
of General Practice. Will you please advise me as to what is 
necessary ? 

I have completed a one-year rotating internship and a one- 
year rotating residency at an approved hospital. I have been 
in the Air Force fifteen months and will be discharged next 
June to take another year of residency. 

I would like to become a member as soon as possible. 

Wut S. Pennincton, M.D. 
Biloxi, Mississippi 


Oh, to feel again the impatient eagerness of youth! When a 
young doctor is so impressed with this Academy he can’t wait to 
join, we take it as a very sincere compliment.—PUBLISHER 


“built in” tolerance 


“built in” tolerance 


Irocine is virtually free from gastric 


' “built in” tolerance distress, constipation, diarrhea, and 


other disturbing side-effects because its 


“built in” tol erance iron is supplied in the form of Iron 
“built in” tolerance 


“built in” tolerance 


Irocine also comtains these yotentiating factors: 
vitamin By,» (activity equivalent to 1 meg.), plus 
copper sulfate U.8.P. (4 mg.}, plus desiccated liver 
(200 mg.), thiamine hy4rochloride U.8.P. 
(0.17 me.), plus Vitamin D (67 U.6.P. units). 


A Trusted Name Since 1860 


Sodium Malate (protected by 
Patent 2,503,781). 


SAFER IRON therapy 
SAFER IRON therapy 
SAFER IRON therapy 
SAFER IRON therapy 


SAFER IRON therapy 
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A Positive Way to 


Overwhelm Bacterial Invaders 


Occasions arise when there must be no shred of doubt 
that penicillin dosage is adequate. Here especially 
‘Duracillin F.A.’ One Million is indicated. Penicillin 
—G, sodium, 250,000 units (for immediate effect), is 
combined with procaine penicillin—G, 750,000 units 
(for prolonged effect), for a total of 1,000,000 units in 
a single dose. Susceptible organisms are exposed to 
intense and prolonged antibiotic action. 


‘Duracillin F.A.’? One Million is supplied in one-dose and 
ten-dose waste-free* ampoules. Only 0.7 cc. of sterile aque- 
ous diluent is added for each million-unit injection. The 
total volume of the ready-to-inject suspension is 1.25 ce. 
The dry penicillin salts are stable at ordinary temperatures 
until the diluent is added. Refrigeration is required only 
after mixing. Keep a supply on hand. Your local pharmacist 


will be glad to serve you. Call him today. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S. A. 


* Fortified aqueous suspension To avoid risk of undertreatment, use 
in free-flowing silicone-lined ampoules 


AMPOULES 


ONE MILLION 
(Procaine Penicillin and Buffered Crystalline Penicillin, Lilly) 


FOR AQUEOUS INJECTION 


GP e Volume Vi, Number 5 


4 
| | 


Editorials 


Hearts Before Courses 


Nor long ago, William Parson, Professor of Medi- 
cine at the University of Virginia, began his defini- 
tion of a good physician by saying, “By my stand- 
ards he is a humanist, one who has sympathy for 
people, an intuitive feeling for their problems, and 
who wishes to help them.” He went on to add aca- 
demic criteria, but it is highly significant that he 
put the human qualities first. 

Dr. Parson’s definition describes a “secure” man. 
It implies a need for eradication of causes for inse- 
curity during undergraduate days. Also it empha- 
sizes the importance of developing the physician’s 
capacities for understanding people and for helping 
them in more ways than by the prescription of 
drugs. 

These twin goals in undergraduate medical edu- 
cation—promotion of personal security and acqui- 
sition of humanistic qualities—are the essence of 
the art of Medicine, and they are inseparable. 

Of all the causes for insecurity during a physi- 
cian’s undergraduate days, the most insidiously 
dangerous are the veiled ones. Among the worst of 
these are certain bad habits of his teachers and 
worry about things unfamiliar. 

The bad habits to which we refer are an out- 
growth of thoughtlessness on the part of the teacher. 
In his superior position he overlooks the damaging 
effect of too much retrospective teaching by lec- 
tures, and he neglects the wholesome influence of 
day-to-day bedside teaching in which the student 
fully participates or even leads. The teacher-pupil 
relationship is best when the teacher restrains his 
natural inclination to dominate with a display of his 
superior knowledge. 

Medical students lead a kind of sheltered life in 
school and hospital. And they do acquire feelings of 
uncertainty about what they will meet outside these 
sheltered places, when they enter medical practice. 
Yet the curricula of many schools give little place 
to methods for dispelling such uncertainty. As a 
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matter of fact, the very neglect of these methods is 
sometimes a potent influence in a physician’s deci- 
sion to become a full-time teacher, a research worker, 
or a specialist. Obviously, this is an evil basis for 
such a decision, and the evil tends to be self-per- 
petuating. 

But the remedy is simple enough. Medical stu- 
dents can easily be told about methods for practice, 
planning an office, training a secretary, economic 
factors, relationships with other physicians, and the 
physician’s place in his community. 

All of these items come under the headings of 
human relations and methods of practice. The 
trend toward teaching these things is growing year 
by year. And this is good because it brings more 
and more of our medical students closer and closer 
to Dr. Parson’s definition of a good physician. 

The addition of departments of general practice 
to medical school faculties is due in no small part 
to recognition of the general-practitioner teacher as 
a specialist in medical practice and human relations. 
It is a tribute to him as a humanist—a man who, 
like President William Todhunter Hall of mythical 
Ivy College, is ready to put hearts before courses. 
But it is also a challenge — a challenge to every 
Academy member, to every general practitioner to 
develop and exploit to the fullest those qualities for 
which he is paid tribute. 


Don't Treat High Blood Pressure 


Tuere’s hardly a doctor—certainly not a general 
practitioner—who tries to practice medicine with- 
out a sphygmomanometer. It is used routinely for 
office or home visits, and patients are likely to be- 
come resentful when this routine is broken. Know- 
ing the height of the blood pressure is the popular 
and accepted thing. 

But, of all the gadgets in an average physician’s 
equipment, the sphygmomanometer is most likely 
to cause him to violate the good policy of treating 
the whole patient. He and the patient alike may 
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begin to think only in terms of treating blood pres- 
sure measurements, 

Most cases of hypertensive vascular disease are 
due to that enigmatic disorder, essential hyperten- 
sion. The great majority of them are mild and run 
a benign course. Certainly, in any case, the least 
valuable method for estimating prognosis is an occa- 
sional blood pressure measurement. In this regard, 
retinal findings, heart size, and renal function are 
the reliable guides. When a patient has hyperten- 
sive changes in these spheres, he probably needs 
treatment for his vascular disease. But when these 
changes are lacking, there is seldom any indication 
for treating hypertension. 

This is not to say that patients having benign 
hypertension should not be treated for other condi- 
tions they may have. The fat ones should have 
weight reduction; the anxious, tense ones should 
receive mild sedatives, advice, and common sense 
psychotherapy. If in the course of such treatment, 
blood pressure readings incidentally are lowered, 
that’s fine. But neither patient nor physician should 
be thinking in terms of treating the high blood pres- 
sure, or they will be guilty of a subtle kind of intel- 
lectual dishonesty. 

No one has shown that treatment of high blood 
pressure does any good in cases of benign hyper- 
tension. Certainly the measures currently employed 
for severe or progressive hypertensive vascular dis- 
ease—stringent salt restriction, hexamethonium, 
Veratrum derivatives, sympathectomy, and others 
—should not be used for patients having benign 
essential hypertension. In such cases these meas- 
ures either have no effect on the blood pressure or 
are so radical that che treatment is worse than the 
disease. 


Or Low Blood Pressure 


Nor a week goes by that a busy general practitioner 
doesn’t see a new patient—usually a woman—who 
proclaims, ‘Doctor, I think I have low blood pres- 
sure.” With a little prodding, she gets around to 
describing the symptoms that she attributes to “low 
blood pressure.” It usually develops that she is 
tired or tense or just out of training. Where does 
she get the idea that such complaints are related to 
blood pressure? Why, directly or indirectly from 
other physicians of course. 

Discovery of a low blood pressure reading is a 
valuable diagnostic clue in a few disorders—shock, 
orthostatic hypotension, Addison’s disease, or an 
occasional case of aortic stenosis. In the absence 


of such disorders, a low reading on the sphygmo- 
manometer means almost nothing. 

But it is apparent that some physicians regularly 
tell patients that they have “low blood pressure.” 
This practice is usually a cloak for ignorance or 
laziness or both, because most of these patients have 
other reasons for the symptoms that get blamed on 
“low blood pressure.” The situation is analogous 
to the tendency some physicians show to attribute 
the headaches and dizziness of hypertensive patients 
to their high blood pressure, although it is known 
that such symptoms usually have no relation to the 
blood pressure. 

It doesn’t help a nervous, tired housewife to be 
told she has “low blood pressure.” This fixes her 
attention, sometimes immovably, upon a physical 
phenomenon that has no influence on her sense of 
well-being. It does nothing to make her under- 
stand why she is tired or nervous, and such under- 
standing is the first step in relieving many a func- 
tional complaint. 

We doubt that physicians could get away with it, 
but it would be an interesting experiment if all 
sphygmomanometers were put on shelves for a cou- 
ple of weeks. We believe that many good doctors 
would become better doctors if they had no way to 
blame patients’ symptoms on “‘low blood pressure.” 
They would have to get down to causes. Of course, 
they would also miss the opportunity to diagnose 
high blood pressure, but this might be beneficial too. 
It might make them a lot more careful with exami- 
nations of the retinae, heart, kidneys, and periph- 
eral blood vessels. 


“Everybody Can Get to Saint Louis” 


Wiru this irrefutable slogan nailed to the masthead, 
the good ship “Annual Assembly” is being readied 
for its voyage next March to the Port of St. Louis. It 
should strike a responsive chord in the hearts of all 
general practitioners who had to forego Assembly at- 
tendance in either 1951 or 1952 because of distance. 

It is understandable that doctors east of the 
Allegheny mountains found it difficult to travel to 
San Francisco. By the same token, Atlantic City 
looked a long time away from their patients, last 
March, to the men west of the Rockies. That is 
always the penalty on meetings held in coastal cities 
—yet a national organization is obligated to as- 
semble there occasionally, in deference to the mem- 
bership located in those areas. 

But—“‘everybody can get to St. Louis.’ Strategically 
located in the middle of the nation; well serviced 
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by railroads, air lines—even a network of fine high- 
ways—St. Louis is accessible without undue effort 
from any point in the United States. 

In addition to a program that promises to top 
anything in Academy history, members may look 
forward to an unusual Monday-evening feature and 
some special activities which have been planned for 
the ladies. 

So the doctor who said Atlantic City (or San 
Francisco) was too far away, is without that excuse 
in 1953. The Fifth Annual Scientific Assembly be- 
comes, therefore, a challenge to his interest in the 
Academy and to the sincerity of his desire to keep 
abreast of the new things in medicine. If he is look- 
ing for a down-to-earth, “meat and potatoes” post- 
graduate program; if he wants instruction in diag- 
nosis, therapy, and surgery which will help his 
everyday practice; if he wants to see, firsthand, how 
the field of general practice is being broadened and 
strengthened—then he can’t afford to miss this 
Assembly. 

Especially when “everybody can get to St. Louis.” 


Must the General Practitioner Knock in Vain? 


Tue September issue of Redbook Magazine carries in 
prominent display an article by Merle Miller, ‘Will 
Your Hospital Keep You Out?” It may well prove 
to be the forerunner of a succession of presentations 


on this controversial subject decked out for the pop- 
ulace at large. 

The profession has known for some time now that 
many general practitioners cannot attend their pa- 
tients in local hospitals. Many of the public are just 
becoming aware of the situation, and such articles 
as Mr. Miller’s may touch off a spate of embarrassing 
questions for hospital management and staff mem- 
bers on appointment policy. Bringing the problem 
into the open in this way should prove, in the long 
run, a healthy matter. 

Mr. Miller’s subtitle reads, “Even the hospital 
you helped to build can shut its doors on you and 
your doctor. Read the facts—it’s up to you to de- 
mand fair play.” He recounts an engrossing human 
interest story about just such a situation, in which a 
family which has supported a community hospital 
through local fund drives and taxation under the 
Hill-Burton Act, discovers that their long-time fam- 
ily doctor cannot attend their diphtheria stricken 
son in the new non-profit institution. 

The author shows some inaccuracies in his use of 
hospital-medical terminology, but he does succeed, 
forcefully, in presenting reasons why qualified li- 
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censed physicians should be privileged to hospitalize 
and treat their own patients in community sup- 
ported hospitals instead of being crowded out by 
nepotism or politically inspired appointments. This 
is not to say that medical standards for hospitals 
can be lowered, but rather, that all licensed physi- 
cians should have the opportunity to belong to the 
staff with privileges granted according to individual 
ability. From Mr. Miller’s viewpoint, such broaden- 
ing of hospital staffs would automatically raise med- 
ical standards. 

The medical profession is on record, from the 
American Medical Association on down, as recog- 
nizing the importance to medical progress of access 
to hospital facilities for all physicians. The Amer- 
ican Academy of General Practice, for its part, has 
developed and published a practical plan providing 
opportunity for family doctors to practice in their 
community hospitals without any major change in 
staff organization and structure. This plan also pro- 
vides for maintaining and advancing standards of 
medical services in hospitals. 

Yet it is a sad fact that various sections of the 
profession have failed to co-operate in working out 
solutions for the problem of staff privileges in many 
hospitals. Equally sad is the logical conclusion-— 
that with continued failure on the part of the pro- 
fession to assume initiative and responsibility in the 
matter, the public will take over, and, through vol- 
untary community action, or through government 
agencies, will set up rules and regulations govern- 
ing the practice of medicine in nonprofit, tax- 
exempt community hospitals. 

The governing boards of hospitals have their re- 
sponsibilities in the matter, but, to a large extent, 
they must look to the medical staff for advice and 
guidance on staff privileges and practices. It there- 
fore devolves upon physicians in the community to 
make certain that their staff organization and rules 
are designed to enable and encourage all qualified 
doctors to participate. 

Mr. Miller calls attention to the fact that, while 
many practicing physicians do not have privileges 
at even one hospital, others have them in seven or 
eight, making for a complete imbalance. With this 
situation as the status quo, reforms will probably 
come about only if the public demands them, he 
points out. 

He then concludes: 

‘Thus, the problem is yours. Since you, as a Fed- 
eral taxpayer, have helped pay for your hospitals, 
since by your contributions you helped build them 
and keep them running, it is up to you to do some- 
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thing about them. In the first place, you should in- 
sist that the governing boards represent the broad- 
est possible cross-section of your community, rather 
than, as too often is the case, a handful of business- 
men and ambitious politicians, who, some for the 
best of motives, others for questionable ones, decide 
all of the hospitals’ policies. You should demand 
that, wherever possible, the hospitals in your com- 
munity offer an appointment to every qualified doc- 
tor who wants one, and not to a handful who have 
the right family connections, know the right people, 
or vote the right way. Unless you do, your hospital 
will not be yours at all. Even though you are financ- 
ing it, it will be the exclusive property of those who 
run it.” 


Cancer of the Stomach 


ALTHOUGH occasional essays on cancer of the 
stomach are pessimistic, the majority have over- 
tones of hope. We wonder if these overtones truly 
belong in the score. In our practices, most of the 
patients having this disease inevitably die of it. 
There’s nothing hopeful in our records. Is someone 
whistling to keep up our courage ? 

It would be relatively easy to cure most patients 
having cancer of the stomach, if operations could 
be done while the growths were still well localized. 
This implies that diagnosis must be made early. On 
this account, much effort is being expended to edu- 
cate people (physicians too) about the importance 
of prompt and thorough investigation of dyspepsia 
—even the slightest dyspepsia. Attempts are also 
being made to favor early diagnosis by new meth- 
ods, including gastroscopic examination, cytologic 
study of stomach contents, and periodic x-ray 
screenings for people known to be especially sus- 
ceptible (those with pernicious anemia, anacidity, 
atrophic gastritis, or gastric polyps). 

Meanwhile, surgeons have tried to meet the 
problem surgically. They have made their opera- 
tions more radical, to fit the large number of pa- 
tients in whom diagnosis is not made early. Some 
surgeons have been so disillusioned by experience 
with lesser operations that they routinely remove 
all of the stomach, the spleen, half of the pancreas, 
and a large portion of neighboring lymphatic tissue. 
Fortunately, our skill with preoperative and post- 
operative care has improved enough to make vari- 
ous radical procedures practicable. Another factor 
has been the availability of the sulfonamides and 
antibiotics. 

At present we cannot be sure whether or not 


more patients will be saved as a result of efforts to 
insure earlier diagnosis. Probably there will be 
some improvement, but not much. The whole 
problem seems too big for solution by existing 
methods. 

Nor can we now be sure that very radical opera- 
tions will make a difference in survival rates for 
patients having gastric cancer. Some influence can 
always be expected from improvements in surgical 
techniques. This is exemplified in a recent Mayo 
Clinic survey. There it was found that in a period 
of about thirty years, the chances for five-year sur- 
vival improved 180 per cent. This percentage is 
truly impressive until we note that it represents an 
increase from 5 to 14 per cent. In other words only 
fourteen out of every one hundred patients having 
cancer of the stomach could expect to be alive five 
years after the diagnosis was made—this after sur- 
geons at the Mayo Clinic had been trying for thirty 
years to improve the record. 

An even gloomier outlook is obtained from con- 
sideration of a study of 2,891 cases of gastric cancer 
in Los Angeles. The prospect of five-year survival 
was only 1.4 per cent, and this study was conducted 
so that it probably comes closer to the experience 
of the average physician. With results like these 
facing us, it is no wonder we have personal feelings 
of pessimism about this disease. 

Of course, we will continue to support present 
methods for dealing with the problem, but we can’t 
help thinking that there is no problem about gas- 
tric cancer that can’t be solved by a good cure for 
cancer. 


Faith That Builds 


Tuose of you who thought all the talk about a 
permanent Headquarters Building was just that— 
who thought Chairman John R. Fowler was a 
dreamer—are respectfully referred to page 129 of 
this issue. You will discover that it hasn’t been just 
talk; that Dr. Fowler’s dreams are beginning to 
develop some pretty substantial substance. 

This month’s Building Fund news represents 
three demonstrations of faith, we believe. First, 
down in Texas a state chapter has further demon- 
strated its faith in the national Academy and its 
recognition that the strength of the national or- 
ganization represents the certainty of the future for 
all its constituent parts. Second, a great industrial 
giant, without thought of gain to itself, has demon- 
strated its faith in our profession and its belief in the 
Academy as a vigorous, growing leader in that 
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profession. And third, the leadership of the Acad- 
emy itself, as represented by its Board of Directors, 
has demonstrated an internal faith in the principles 
of and need for the Academy, without which no 
organization can hope to build a future. 

So this month’s news does not merely mark a big 
step toward the actual construction of a building 
which will enshrine the noble intentions of general 
practice and better serve those who are dedicated to 
it. 

Even more important, it is evidence of faith in 
the spirit of service which motivates the American 
Academy of General Practice. It will also give reas- 
surance, we hope, to those of little faith who have 
stood back thus far and asked that others present 
evidence that the Academy could lead and serve 
and endure. 


Anticoagulants for Myocardial Infarction 


ANOTHER factor has been added to support the 
contention of Henry Russek and his co-workers 
that anticoagulant therapy should not be used rou- 
tinely in treatment of acute myocardial infarction. 

We have previously referred to these authors’ 
studies that presented statistical evidence for their 
point of view. For example, in an editorial on 
“Anticoagulant Therapy” in GP for December, 
1951, we mentioned one of their early reports, and 
we subscribed to their belief that Dicumarol should 
be used for treatment of myocardial infarction only 
on the basis of definite prognostic criteria. Again, 
in “Tips From Other Journals” in our recent Sep- 
tember issue, we printed Russek’s prognostic cri- 
teria, and discussed his enlarged survey of the 
problem. In addition, in his ‘Practical Therapeu- 
tics” article in our issue for last May, Gilbert gave 
a prominent place to Russek’s opinions. 

Now, writing in the American Heart Journal for 
June, 1952, Russek and Zohman have given us a 
kind of moral advantage for accepting their stand 
on the question. 

Early this year they sent a questionnaire to lead- 
ing internists and cardiologists in various medical 
centers throughout the United States. From the 228 
replies received, it was learned that more than one- 
half of the specialists interrogated do not routinely 
prescribe anticoagulant therapy for acute myocar- 
dial infarction. 

We believe that the results of this poll of spe- 
cialists’ opinions is a considerable help to general 
practitioners. After all, a great many cases of myo- 
cardial infarction—probably the majority—are 
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treated by men in general practice. Some of these 
men have felt compelled to use Dicumarol because 
of fear of criticism if the drug were withheld. Such 
fear was a natural outgrowth of arbitrary state- 
ments by a few authorities and of wide publicity 
given to this form of treatment. 

The total effect of the work of Russek and Zoh- 
man is to make us confident that we can use anti- 
coagulants discriminately. We are therefore grate- 
ful to them for their conclusion: “Neither the evi- 
dence to date nor the current method of usage by 
authorities in the field can support the concept 
that the routine employment of anticoagulant 
therapy in acute myocardial infarction is necessary 
or desirable.” 


New Frontiers for General Practice 


PIONEERING a project of instruction in the intricacies 
of general practice has been a richly rewarding self- 
appointed task of the Tennessee (state) and Mem- 
phis (city) chapters of the Academy. 

Responding to the call of Dr. Henry Packer, Pro- 
fessor of Preventive Medicine at the University of 
Tennessee’s medical school, they have spent the 
past year co-operating with the University in prepar- 
ing its students for careers as general practitioners. 
The resultant general practice teaching clinic has 
piloted a new and effective method for instructing 
students in the art and science of being good family 
doctors. 

The program, initially the brain child of Dr. 
Packer, assigns senior students to duty in the gen- 
eral practice clinic of the teaching hospital where 
they function as family doctors, under supervision. 
Thirty general practitioners from the Academy ro- 
tate as faculty members, devoting a specified period 
of time to supervision tasks. 

The clinic is set up to simulate private practi- 
tioner’s offices, with modern diagnostic equipment 
available. Outpatient services, emergency services, 
and admission service for in-patients to all hospital 
facilities of the medical school are handled here. 
Home call services are also provided, with each 
student in charge of the medical care for several 
families during his senior year. 

In addition to the training and service provided 
for students and clinic patients, the plan illustrates 
two important functions, physician-wise. First of 
these is the contribution the family doctor can make 
toward training students in general practice, in place 
of having them learn merely what a specialist thinks 
is the family doctor’s function. Second is the dem- 
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onstration of the way in which state and local chap- 
ters of the Academy can share in programs geared 
to improve medical education and practice. 

Members of the Tennessee and Memphis chap- 
ters are to be commended for their unified action, 
their able leadership, and their spirit of co-operation 
in the interests of the oncoming generation in the 
profession. No less credit should go to the Univer- 
sity of Tennessee Medical School, its dean and its 
full-time faculty members, for their vision and initia- 
tive in putting the plan into operation in their 
facilities. 


Part-Time Specialists 


A REFRESHING bit of candor is evidenced by the 
Brookings Institution in its recently published re- 
port on Health Resources in the United States. 
General practitioners and “part time” specialists 
are regarded as one and the same in estimating the 
number and type of physicians in the United States. 

It is encouraging to observe evidence of a statis- 
tical doubt that a “part time” specialist is any 
different from any other non-specialist. And, it is 
time, we think, that the American Medical Associa- 
tion, which was the original source for the Brook- 
ings figures, abandoned the use of this meaningless 
term in compiling its directory figures. To imply a 
difference where none exists is to distort the true 
fact. 

The monumental study by George Bachman and 
associates, just published by the most famous and 
dependable social and economic research institute 
in America, finds a national average of 121 active 
private physicians per 100 thousand population in 
the United States. Of these forty-nine are general 
practitioners, sixteen are listed as “part time” spe- 
cialists, and thirty-seven are specialists. (The re- 
maining nineteen are in hospital work or hold ad- 
ministrative jobs.) 

But, say the authors ‘The two groups of general 
practitioners had a national average of 65.” 

In other words, the number of general practi- 
tioners in the United States is not forty-nine but 
sixty-five per 100 thousand. This is the figure we 
get if we add, as we should, those who engage in 
general practice but like to call themselves spe- 
cialists. 

American medicine needs highly trained spe- 
cialists. It also needs competent general practi- 
tioners. We see little need for the hybrid practi- 
tioner who is neither. Indeed, when one considers 
a practical definition of the two types of practi- 
tioners, the third group vanishes. 


A specialist is a physician who limits or restricts 
his practice to a particular disease entity, physiolo- 
gic process, anatomic region, or technical proce- 
dure. Generally he accepts only referred patients. 

All others are general practitioners. 

Almost invariably general practitioners devote 
particular attention to a special field. But this does 
not make them “part time” specialists. They 
remain general practitioners. They specialize in the 
care of the family and, by reason of the fact that 
they do not limit their practice, they are qualified 
to assume total continuing responsibility for a given 
illness, even though they may refer the patient for 
consultation or technical procedures to one or 
more specialists. 

The last issue of the A.M.A. directory lists 150,417 
private practicing physicians in the United States. 
It includes 95,526 general practitioners and 54,891 
specialists. The irrational practice of separating the 
first figure into general practitioners (72,550) and 
“part time” specialists (22,976) should be stopped. 


Psychosis and Recumbency 


Gertinc a sick man out of bed is generally recog- 
nized as an important part of symptomatic and 
supportive treatment for a number of disorders. We 
are largely indebted to surgeons for demonstrating 
that early ambulation has remarkable physical and 
psychologic advantages for a patient. 

In considering psychologic benefits of the meth- 
od, we are accustomed to think in terms of improve- 
ment in morale. But sometimes moving a patient 
from bed to chair or making him walk about does 
much more for his state of mind than provide a 
simple boost in spirits. 

For instance, in the New England Journal of 
Medicine for June 12, 1952, Leibowitz and Gorman 
described the neuropsychiatric complications of 
viral hepatitis and incidentally cited the case of a 
man in whom severe hepatitis was complicated by 
delirium and other psychotic phenomena. When 
this patient was allowed out of bed (quite prema- 
turely insofar as his hepatitis was concerned), his 
delirious condition improved strikingly. 

This experience is of course not unique. Many 
physicians have noticed that mental deterioration 
is prevented, or at least reduced, when an elderly 
hemiplegic is put in a chair early in the course of 
his disease. Surgeons have noted that early ambu- 
lation reduces the incidence of postoperative psy- 
choses in older patients. Eye surgeons in particular 
have recommended immediate ambulation for pa- 
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tients who develop psychotic disturbances after 
operations for glaucoma or cataract. 

It is not known why delirium or other psychosis 
is benefited by changing a patient’s position from 
the recumbent to the upright. Leibowitz and Gor- 
man recall “that man’s posture is primarily an 
upright one, unlike that of most other mammals.” 
These authors therefore speculate “that the im- 
provement clinically noted in delirious or aged per- 
sons when they are placed in an upright position 
may consist in restoring the patient to a position 
that is biologically and psychologically more nearly 
normal.” Probably this interesting speculation will 
eventually be replaced by an exact scientific ex- 
planation in terms of cerebral blood flow and cere- 
bral metabolism. Meanwhile, let’s just be sure that 
we remember to use this simple, valuable thera- 
peutic maneuver. 


An Unrewarding Award 


Next month the American Medical Association will 
again present its annual award to the “Outstanding 
General Practitioner of the Year.” In the past, the 
tendency has been to select for this prize a family 
doctor who has practiced many years and whose ac- 
complishments over that span have endeared him to 
thousands of grateful patients. Attendant publicity 
has, we believe, caused the public to accept an old- 
fashioned country doctor as stereotype of the mod- 
ern general practitioner. For that reason we still 
think, as we have stated before, that the award 
should be eliminated. 

In commenting on selection of an 82-year-old 
physician as Michigan’s Foremost Family Physician 
for 1951, the Journal of the Michigan State Medical 
Society said in part: ““The personification of a great 
American ideal—that’s the revered country doctor. 
The selection of a man who has practiced medicine 
for sixty years stirs the imagination and lifts the 
curtain on scores of memories . . . these memories, 
fanned to life by news stories, are tinged with the 
smell of hot, fresh-baked bread in an old-fashioned 
kitchen, the excitement of a square dance, and the 
soft crunch of a horse’s hoof on a country road. The 
story even conjures up pictures of a lone figure 
driving a horse and buggy through a blinding 
snowstorm late at night to preside at the birth of a 
baby, or the long night vigil at the bedside of the 
patient approaching the crisis in pneumonia. . . 
the stimulation of the phrase ‘country doctor’ un- 
folds the same scene in a million minds: a kindly, 
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events—without a prize. 


respected man, who, at the first stab of pain or the 
first sniffle, can be called day or night, in rain or 
shine . . . the uncomplaining individual who seems 
duty-bound to travel the same roads at night which 
some patients find inconvenient to travel during 
office hours. And he is agreeable. His bills can be 
paid last, or not at all. He understands.” 

In Texas, two names were put in nomination for 
the same honor—one a 75-year-old man with forty- 
five years of general practice in a small community 
to his credit; the other a 31-year-old man with six 
years of general experience beyond his internship, 
practicing in Dallas. In asking support of the 
younger man’s nomination, another Dallas doctor 
said: “In electing a Practitioner of the Year, we are 
not here for the purpose particularly of paying 
honor to an older doctor; we are here for the pur- 
pose of creating better public relations. The general 
public may get the idea that there have been good 
family doctors in the past but they are all getting 
up in age.” 

We agree. The question is indeed one of public 
relations. All honor to the marvelous and selfless 
men who performed miracles of healing before the 
days of wonder drugs and under all kinds of handi- 
caps. They deserve every medal the profession can 
bestow, in addition to the love, honor, and affection 
they have earned from their patients. But the gen- 
eral practitioner can’t be permitted to become a 
symbol of the past because times and conditions 
and patients have changed. Sick people today want 
the latest in chemotherapy and surgical technique. 
If we can’t make the connection in the public mind 
between the family doctor and the latest tech- 
niques, how can we expect young medical graduates 
to go into general practice? How can we prevail 
upon hospitals to keep their doors open to the 
general man? How can we persuade patients that 
the personal physician can best care for their total 
medical needs? 

The general practitioner is as real and vital a part 
of the American scene today as at the turn of the 
century, though he may drive a Cadillac instead of 
a buggy. He knows more about the whole body than 
any other type of doctor, and he is equipped to pro- 
vide the latest and finest in all-round medical care 
for his community. Let’s drop the award, and in the 
interests of sound public relations as well as the 
advancement of medicine, bring the mid-century 
general practitioner before the public eye as he 
really is! We can do that in the natural course of 
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Figure 1. Solitary thyroid tumor which apfteared five 
weeks before admission in a 44-year-old female. 
(Front view, above; side view, below.) Her druggist 
gave her an ointment which she applied and which 
caused the mass to regress in size only to recur and 
grow to the demonstrated proportions. Her BMR 
was plus 4. She refused treatment but one month 
later developed difficulty in swallowing at which 
time a lobectomy was performed. This revealed a 
benign colloid adenoma which had undergone cystic 
degeneration. The patient has remained well. com- 
MENT:: Thyroid tumors of this type which are solitary 
should always be submitted to a surgical exploration 
because of the high incidence of carcinoma in solitary 
thyroid nodules. The type and extent of surgery are 
to be determined at the time of the exploration (de- 
pending on the diagnosis). 


Creatment of Cumors 


of the Chyroid Gland 


BY IRVING M. ARIEL, M.D. 


Pack Medical Group 
New York, New York 


Tue establishment of criteria for treating thyroid 
neoplasms has been hampered by many empirical 
procedures based usually upon a lack of under- 
standing of the natural history of thyroid cancer. 
The confusion has been compounded by a failure 
to appreciate the differences and the relationship 
between hyperplasia of the thyroid gland and true 
neoplasia. The peculiar paradox of a histologically 
benign-appearing tumor that produces distant me- 
tastases invites speculation as to the exact nature of 
such a tumor and the proper manner of treating it. 
Difficulty in distinguishing between benign neo- 
plasms in the thyroid gland and certain ones that 
are malignant has plagued pathologists and has 
contributed to various methods of treatment that 
are frequently inadequate. 

The thyroid gland is in a dynamic state of equi- 
librium and responds readily to a multitude of 
stimuli. Simple starvation will result in involutional 
changes within the gland. Exposure to severe cold 
will produce marked hyperplasia of the thyroid 
gland, with a tremendous increase in the basal 
metabolic rate (150 per cent or more above normal). 
Lack of certain elements, for example, iodine, pro- 
duces a typical response that is well known clin- 
ically. 

It is beyond the scope of this presentation to dis- 
cuss the response of the thyroid gland to metabolic 
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Any solitary nodule of the thyroid, regardless of the age or 
° sex of the patient, should be thought of as a cancer 
unless proved otherwise. Thyroids with multinodular 
tumefaction also may develop cancers and should be 
surgically excised as premalignant lesions. Cancer is seldom 
encountered in hyperfunctioning thyroids, either diffuse 

or nodular. Treatment of thyroid cancer is wide surgical 
resection. Irradiation is useful as a supplementary or 
palliative method but should never be used as a substitute 
for surgery when a tumor can be resected. 


derangements and the problems and techniques of 
their treatment. It is stressed that the end result of A 
a hyperplastic thyroid gland may be involution, 
with resultant nodularity of the gland. It is diffi- 
cult, and at times impossible, to distinguish these 
metabolic nodules from neoplastic nodules. Further- 
e more, the question as to whether the metabolic 


Figure 2. Photomicrograph of colloid adenoma shown 
in Figure 1. A. In certain portions, normal appear- 
ing thyroid acini appear with a minimum amount 


nodules are more likely to undergo malignant de- 
generation than normal thyroid tissue is not fully 
understood, although evidence does indicate a 
higher incidence of neoplasms in multinodular 
thyroids than in normal thyroids. 

The meager knowledge of the pathogenesis of 
thyroid neoplasms and their unusual behavior has 
resulted in numerous and desultory classifications 
of these tumors. 

The purpose of this review is to present a classifi- 
cation of neoplasms of the thyroid gland, both 
benign and malignant, and to discuss the natural 
history of each form so that criteria for proper 
treatment can be established. 


Benign Tumors of Thyroid Gland 


A workable classification of benign tumors of the 
thyroid gland is one that arranges the tumors into 
degrees of differentiation and functional capacities, 
as follows: 

1. Fetal adenoma 

2. Tubular adenoma 

3. Micro- and macrofollicular (colloid) adenoma 

4. Hyperplastic adenoma. 

Fetal adenoma consists of solidly packed cells 
with slight attempts at tubular formation. 


of colloid. In other sections, increasing quantity of 
colloid accumulates, causing pressure against acinar 
cells which causes them to become spindlelike or 
filamentous in shape. The defect appears to be an 
inability of the thyroid gland to utilize or release the 
formed colloid material. B. All acini are completely 
filled with large amounts of colloid markedly com- 
pressing the normal thyroid cells. This is the end 
result of the nontoxic nodular goiter which may exist 
either as a solitary nodule but more frequently as 
multiple nodules. The derangement represents a 
metabolic abnormality and is not necplastic. 
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Tubular adenoma presents attempts at alveolar 
formation and is the first true attempt at differ- 
entiation. 

Micro- and macrofollicular adenomas present true 
thyroid follicles varying in size from extremely 
small ones to gigantic follicles containing large 
quantities of colloid compressing the cellular ele- 
ments. Figure 1 presents a clinical photograph of 
such a benign colloid adenoma, and Figure 2 dem- 
onstrates the microscopic appearance. 

The nature of this tumor from the standpoint of 
etiology is not completely understood, and some 
authors believe these tumors represent fetal rests. 
Experimental and clinical evidence indicates that 
these tumors represent an end result in thyroid 
glands which had been hyperplastic for prolonged 
periods. A low intake of iodine or stimulation of 
the thyroid by a goitrogenic agent (thiouracil, etc.) 
produces hypertrophy, then hyperplasia, followed 
by depletion and consequently a nodular micro- 
and macrofollicular adenoma. It can be concluded, 
accordingly, that many of these tumors are end re- 
sults of metabolic derangements. 

The tumors persist long after the inciting agent 
has been removed. Certain adenomas become hy- 
perplastic and produce the clinical picture of hy- 
perthyroidism. 

Following the above description of the different 
histologic forms of benign thyroid tumors, an un- 
derstanding of the frequently used clinical classifi- 
cation may be obtained. Most clinical classifications 
divide thyroid enlargements into diffuse toxic 
(Graves disease) and nodular. The nodular en- 
largements are further subdivided into toxic or 
nontoxic and those which are solitary or multi- 
nodular. 

The relative incidence of the different types of 
thyroid enlargements vary in different localities 
depending on the geographic location. Goiter 
comprised 1.7 per cent of over 68,000 hospital ad- 
missions at the Illinois Research Hospital, which 
is located in a goiter belt, and comprised 0.6 per 
cent of over 544,000 hospital admissions reported 
by Rogers along the Atlantic seaboard. Diffuse 

toxic goiter was the most frequent form observed 
at the Illinois Research Hospital in previous years, 
but within recent years nontoxic nodular goiter has 
become the most frequent form observed. Variations 
in iodine intake, including iodinization of water, 
exposure to goitrogens, or other unknown factors, 
are responsible for such changes in incidence of 
different forms of goiter. Cancer comprised from 4 
to 7 per cent of all thyroid enlargements. 


Relationship of Benign Nodules to Cancer 


Asymptomatic multiple thyroid nodules need no 
specific treatment except for cosmetic purposes un- 
less they are hyperfunctioning, with resultant symp- 
toms of hyperthyroidism, or unless they are prone 
to undergo malignant degeneration. The diagnosis 
of hyperthyroidism can usually be easily made and 
proper treatment instituted. The relationship be- 
tween benign thyroid nodules and cancer, how- 
ever, has been clouded by much mystery and em- 
piricism. Figures are now available that demon- 
strate that certain benign thyroid tumors are likely 
to become malignant and should be treated as 
premalignant lesions. 

It is safe to believe that diffuse toxic thyroid en- 
largements seldom, if ever, become malignant. Cole 
and co-workers observed only one carcinoma in 542 
patients operated upon for toxic diffuse goiter. The 
incidence was slightly higher but not particularly 
significant in their patients operated upon for toxic 
nodular goiter. They observed four carcinomas in 
391 patients, an incidence of 1 per cent. Thus, a 
workable clinical rule is that cancer does not de- 
velop in a higher ratio in toxic goiters than in nor- 
mal thyroid glands. 

Any neoplasm usually begins as a small nidus in 
an otherwise apparently normal organ, gradually 
grows, and with time invades most of the organ and 
extends to its contiguous structures. This behavior 
of cancer for other organs prevails for the thyroid 
gland and permits a better understanding of the 
relationships of the three main types of thyroid 
derangements to cancer formation. 

1. Diffuse enlargement of the thyroid is prac- 
tically never neoplastic unless it represents the end 
stage of a rapidly growing cancer (small round cell 
or giant cell carcinoma). 

2. Contrariwise, a small nodule in an otherwise 
normal gland should be considered carcinomatous 
until proved otherwise. 

3. Multiple nodules within a thyroid are prac- 
tically never all malignant. One of the nodules may 
be carcinomatous, since the incidence of carcinoma 
among multiple nodules of the thyroid is higher 
than in the normal thyroid or in the thyroid with 
diffuse hyperplasia. 

Carcinomas, accordingly, are most frequently en- 
countered in solitary, nontoxic, nodular tumors of 
the thyroid, varying from 15.6 per cent (Ward) to 
24.5 per cent (Crile). Carcinoma of the thyroid is 
observed more frequently in multinodular thyroid 
glands than in normal thyroids, but not so fre- 
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quently as in patients bearing a single thyroid 
nodule (9.7 per cent—Crile et al.). 

Carcinomas in nontoxic nodular thyroid tumors 
occur about three times more frequently in males 
than in females, and cancer may commonly de- 
velop in nodules found in young people and chil- 
dren. Kennedy observed twelve cases of cancer in 
sixty-two children under 14 years of age operated 
upon for thyroid nodules. 

Although certain physicians attempt to decide 
clinically which thyroid tumors are benign and 
which ones are malignant, this is a dangerous prac- 
tice. In a recent study by Cole, Majarakis, and 
Slaughter, in comparing benign tumors with cancer 
of the thyroid gland, a comparison of symptoms 
was made, as follows: hoarseness, feeling of pres- 
sure, cough, choking sensation, dysphagia, pain, 
recent increase in size, and lack of symptomatology. 
Of these symptoms, a slightly higher percentage of 
patients with carcinoma (38 per cent) complained 
of hoarseness than those with benign nodules (21 
per cent). The consistency of the thyroid gland 
cannot be used as a criterion in differentiating be- 
nign tumors from malignant ones unless definite 
fixation occurs. If cord paralysis develops, it un- 
doubtedly signifies the presence of cancer, usually 
advanced. 

Accordingly, it is apparent that the diagnosis 
cannot usually be established clinically but must 
depend upon pathologic confirmation. This is also 
frequently difficult because of the bizarre forms 
which thyroid cancer may assume. In order to 
understand more fully the pathology and natural 
history of thyroid cancer, the step-by-step method 
of arriving at a proper diagnosis, the therapeutic 
indications (surgical versus other methods), and 
the extent of surgery, the following discussion will 
present these features of thyroid cancer. 


Thyroid Cancer 


CLASSIFICATION 

In the past, many confusing classifications have 
been presented, but none was offered that could 
aid the physician in establishing criteria for treat- 
ment and anticipated end results. Frazell and Foote 
have correlated the histologic appearance of malig- 
nant thyroid tumors and their clinical courses. 
They have accordingly presented a simplified classi- 
fication of thyroid cancer that is usable by both 
pathologist and clinician. They point out that a 
given thyroid neoplasm may contain several his- 
tologic forms, and the one that predominates is 
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taken for nosologic purposes. Their classification is 
as follows: 

1. Papillary adenocarcinoma 

2. Follicular and alveolar carcinoma 

3. Solid carcinoma (epidermoid or small cell 

carcinoma) 

4. Hurthle cell carcinoma 

5. Giant cell carcinoma (spindle cell carcinoma) 

6. Unclassified. 


GENERAL CONSIDERATIONS 


Incidence. Thyroid carcinoma comprises about 4 
per cent of all cases of cancer and was described by 
MacDonald as being present in 0.9 people per 
100,000 population. The etiology is unknown, and 
undoubtedly certain cancers of the thyroid do arise 
in pre-existing benign thyroid nodules. The ex- 
tremely chronic course of certain thyroid cancers 
(e.g., papillary carcinoma), which may even pro- 
duce metastases without severe clinical effect, raises 
the question whether certain tumors that seem to 
have undergone a transformation from benign to 
malignant, may not have been malignant from the 
start. 

Although thyroid cancers are usually found in 
middle-aged persons, they can occur at any age and 
are not infrequent in the very young. Thyroid 
cancer is found predominantly in females (65 per 
cent females to 35 per cent males), but males bear 
the more malignant forms more frequently. 

Papillary Adenocarcinoma (Figures 3, 4, and 5). 
This is the most frequent type of thyroid cancer. 
It occurs most frequently in the fifth and sixth 
decades, but is the type of cancer which also occurs 
in the young. It occurs about twice as frequently in 
females. 

Papillary carcinomas are characterized usually 
by their very slow growth. After they spread to the 
cervical lymph nodes, frequently both the primary 
tumor and the metastases grow so insidiously that 
patients do not seek treatment sometimes for pe- 
riods of five to fifteen years after they have first dis- 
covered a solitary nodule. 

Not infrequently a microscopic-sized papillary 
adenocarcinoma of the thyroid gland produces a 
lymph node metastasis that is the first sign of the 
neoplasm. Biopsy of the lymph node will reveal 
thyroid carcinoma. In the past, it was believed by 
many that these cervical neoplasms represented 
malignant transformation of aberrant thyroid tissue 
situated in the lateral cervical region. The theory of 
lateral aberrant thyroid cancer has now been aban- 
doned, and when thyroid cancer is encountered in the 
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Figure 3. A gross specimen of a papillary adenocar- 
cinoma (grade 1) removed from a 67-year-old white 
male who had a swelling in the neck for six months, 
with severe dyspnea on lying down. He presented 
three discrete nodules in the thyroid with marked 
distention of the neck veins. His BMR was minus 23. 
A total thyroidectomy was performed and much of 
the tumor was substernal. The patient made an 
uneventful recovery and has remained well. com- 
MENT: Since both lobes were involved by discrete 
carcinoma, it was deemed advisable to perform a total 
thyroidectomy without radical neck dissection. The 
patient is being carefully watched for evidence of 
lymph node metastases, and should they occur, a 
radical neck dissection of the involved side will be 


performed. 


lateral cervical region, it represents metastasis from 
a primary cancer within the thyroid gland. Treat- 
ment, of course, should include resection of the primary 
tumor and the metastases. 

Papillary carcinoma frequently invades and in- 
filtrates contiguous structures and may produce 
distant blood-borne metastases to other organs. 

Follicular and Alveolar Carcinoma (Figures 6 
and 7). The carcinomas of this group are relatively 
rare, comprising about 10 per cent of thyroid can- 
cers. They usually pursue a chronic and prolonged 
course. Histologically they mimic normal thyroid 
alveoli, and the diagnosis, when metastasis has not 
developed, is difficult. They are often called benign 
tumors because of the orderly arrangement of the 
alveoli, and they are usually encapsulated. 

This group is notorious for producing distant 
metastases, especially pulmonary and osseous. Fre- 
quently the primary tumor is not discovered, and 
its presence is heralded by pulmonary symptoms or 
pathologic fracture as a result of the metastases. 
The paradox of a histologically benign-appearing 
tumor producing blood-borne metastases has earned 
the misnomer for this group of carcinomas of be- 
nign metastasizing struma. This term should be 
discarded because these tumors are true carcinomas, 
and they must be treated as such. Metastases do 
occur to the cervical region in about one-fourth of 


Figure 4. A photomicrograph of the papillary adeno- 
carcinoma shown in Figure 3. Note the attempts of 
the tumor to simulate normal thyroid architecture. 
Some acini branch forth in papillary projections 
with a strand of connective tissue accompanying the 
projection. 
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the cases but usually late in the course of the 
disease. 

Solid Adenocarcinoma. This group is also called 
epidermoid carcinoma or small cell carcinoma. This 
is a highly anaplastic neoplasm with little or no 
evidence of differentiation. Both sexes are about 
equally affected. It usually occurs in the fourth and 
fifth decades. 

As would be expected from the histologic ap- 
pearance of these tumors, a malignant clinical course 
occurs. The neoplasms develop into huge sizes, 
infiltrate contiguous structures, metastasize to cer- 
vical lymph nodes, not infrequently bilaterally, and 
metastasize by way of the blood to distant organs. 
The usual story is that of a thyroidectomy followed 
quickly by a recurrence and other evidence of ad- 
vanced cancer. Most patients die soon after they 
are first observed, from either obstruction to the 
trachea or widespread metastases. 

Giant Cell Carcinoma (Figure 8). This is the 
most vicious type of thyroid cancer, growing very 
rapidly and killing quickly. It is usually found in 
patients in their fifth and sixth decades, and males 
are affected more frequently than females. Death 
- usually occurs from asphyxia within three to six 
months after the patients are first seen. 


Figure 6. Alveolar carcinoma of the thyroid gland of 
moderate degree of malignancy. Note the attempts of 
the neoplasm to form structures which simulate 
Hurthle Cell Carcinoma. This tumor consists of thyroid acini. This type of neoplasm frequently 


. pale acidophilic cells. It is usually a solitary tumor produces blood-borne metastases. 


Figure 5. Photomicrograph of a papillary carcinoma 
of the thyroid, grade II malignancy. Note the higher 
degree of anaplasia and loss of polarity from that 
demonstrated in Figure 4. 


Figure 7. Infiltrating adenocarcinoma of the thyroid 
gland. There is an attempt to form alveoli, but the 
tumor is so malignant that the attempt is feeble. 
The cells are anaplastic and the nuclei hyperchro- 
matic. Note how the neoplasm is infiltrating the 
normal thyroid gland shown on the left of the 
photograph. 
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Figure 8. (front view, above; side view, below). 
Clinical photograph of a 70-year-old female 
bearing a highly malignant spindle-cell (giant 
cell) carcinoma. Her history reveals that she 
noted a nodule in the midline 33 years ago, 
with rapid growth during the past three 
months. It was completely asymptomatic. A 
physician had attempted to treat it with some 
form of electricai therapy and serum in- 
jections. When first seen, this patient was in- 
operable, presenting evidence of lung metas- 
tases. She was given palliative x-ray treat- 
ment, and she died three months after her 
initial visit. 


within a true capsule. Hurthle cell carcinomas dis- 
seminate both by lymphatic invasion and by blood 
vessel invasion in about one-fourth of the cases. 
The mortality rate for this neoplasm varies from 30 
to 50 per cent, emphasizing its malignant nature 
and stressing the need for adequate therapy. 

Unclassified Tumors. Certain neoplasms of the 
thyroid gland are part of a generalized process 
(Hodgkin’s disease or lymphosarcoma) or are so 
anaplastic that the exact site of origin or the exact 
type cannot be discerned. Figure 9 presents a clini- 
cal abstract of such a case. 

Metastatic Tumors. At times a neoplasm suspected 
of being a primary thyroid tumor will, on explora- 
tion, prove to be metastatic. One such instance 
studied by the author showed the primary tumor to 
be a clear-cell kidney carcinoma; nephrectomy re- 
sulted in an apparent cure. Figure 10 presents an- 
other such example, in this case a metastasis to the 
thyroid as the presenting symptom of carcinoma of 
the lung. 


Treatment of Thyroid Cancer 


Differences in the philosophy of treating thyroid 
tumors are reflected by the various procedures 
practiced by different students of this disease. 

Two noteworthy facts that warrant emphasis are 
the relatively good results that are obtained, re- 
gardless of the surgical procedure used, for the 
low-grade carcinomas, and the uniformly poor re- 
sults that prevail for the more malignant forms. 

The treatment status of patients when first seen 
at a given hospital influences the physicians of that 
institution. If patients who come for their initial 
treatment are treated by conservative methods, 
many years must elapse before the results of the 
treatment can be determined, because long periods 
elapse before certain thyroid cancers present clini- 
cal evidence of recurrence or metastases. These 
surgeons may assume falsely that they are getting 
good results from their conservative treatment. 

Contrariwise, if many patients first present them- 
selves as treatment failures, the tendency will be 
toward a more radical approach. Frazell indicated 
that at least 249 of the 482 patients seen at Memo- 
rial Hospital represented recurrence after previous 
treatment elsewhere. All types of neoplasms were 
represented and the treatment failures of others 
observed by Frazell’s group were as follows: papil- 
lary carcinoma, 55 per cent; alveolar and follicular 
carcinoma, 77 per cent; solid adenocarcinoma, 43 
per cent. It is understandable that he would favor a 
radical approach in treating thyroid cancer. 
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To be cured, thyroid cancer must be attacked 
surgically. Other modalities, such as x-radiation or 
use of radioactive isotopes, may be used as an ad- 
junct to surgery or for palliation in inoperable 
cases, but only surgical removal should be de- 
pended upon for cure in operable cases. 

Surgical Principles. All the rules for cancer sur- 
gery should be followed in treating malignant neo- 
plasms of the thyroid gland. This would call for 
resection of the organ or portion of organ bearing 
the primary tumor and the lymph nodes draining 
the organ en bloc. For the thyroid gland, this would 
include resection of the isthmus and entire lobe 
bearing the neoplasm, and resection, in continuity, 
of the lymph nodes draining the thyroid gland on 
the involved side. Thyroid cancer frequently metas- 
tasizes to the ipsolateral cervical lymph nodes and 
not infrequently to the contralateral lymphatic 
chains. 

Figure 11 presents the lymphatic drainage of the 
thyroid gland and demonstrates the manner in 
which surgical attack upon thyroid cancer and its 
lymphatic metastases can be made. Several clinical 
features pertaining to cancer spread and plans for 
resection become manifest from an understanding 
of the lymphatic drainage of the thyroid gland. 

(1) Tumors that arise from the isthmus or the 
midportion of a lobe have contralateral anastomoses. 
Thus, carcinoma from these sites may metastasize 
to all cervical lymph nodes, including submental 
nodes, submaxillary lymph nodes, jugular chain, 
spinal accessory chain, and others. Adequate treat- 
ment of thyroid cancer should include a complete 
and radical neck dissection. 

(2) Metastases may travel to the cricoid lymph 
nodes. Since the platysma does not extend to the 
midline and because these nodes can be easily pal- 
pated if involved, their enlargement will herald the 
presence of a thyroid cancer. Even a small clinically 
undetectable cancer may be preoperatively diag- 
nosed by the enlargement of this lymph node, 
called by Cope “the Delphian lymph node.” 

The lymph nodes draining the thyroid gland 
lend themselves well to surgical extirpation and, 
utilizing the knowledge of the lymphatic drainage 
of the thyroid gland and the natural history of thy- 
roid cancer, the following procedures in the treat- 
ment of malignant thyroid tumors are performed. 

Solitary Nodules. All patients with localized thy- 
roid nodules are explored. The entire thyroid is 
carefully examined, and a search is made for the 
Delphian and pretracheal lymph nodes. If these 
nodes are observed, a frozen section is made. If 


Figure 9. (front view, above; side view, below). 
Clinical photographs of a bulky malignant 
neoplasm of the thyroid area of five weeks’ dura- 
tion in a 35-year-old male. His BMR was plus 4. 
At operation the cancer was found to involve the 
thyroid with fixation to the trachea, esophagus, 
and vertebral column, and with numerous cer- 
vical lymph node metastases. The biopsy specimen 
revealed a very anaplastic carcinoma which was 
unclassifiable. The patient was treated with 
large doses of external and interstitial irradiation 
which produced complete regression of the tumor, 
with marked systemic improvement and a weight 
gain of twenty pounds. He died one year later 
from a carcinoma of the sigmoid which had pro- 
duced intestinal obstruction. 
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Figure 10. (front view, above; close-up, 
below). These photographs demonstrate a 
supraclavicular mass in the thyroid region 
of a 56-year-old white female. A biopsy of 
this mass revealed an unclassified tumor 
which was believed to be a metastatic cancer 
from the lung. She was treated with 
palliative radiation therapy but succumbed 
six months after she was first observed. 


this is positive for cancer, a complete lobectomy, 
including the isthmus, and radical neck dissection 
are effected. Figure 12 demonstrates the extent of 
this resection. 

If no enlarged lymph nodes are encountered and 
after a careful search of the entire thyroid the 
nodule is found to be solitary, a total lobectomy is 
performed and a frozen section made. If the diag- 
nosis is frank carcinoma, a radical neck dissection, 
including the Delphian and pretracheal lymph 
nodes and the strap muscles, is performed. 

If the report is benign or questionable, the pa- 
tient remains in the hospital until microscopic 
studies of paraffin sections have been made. Then 
if the diagnosis is carcinoma, the patient is reoper- 
ated, and a radical neck dissection is effected. This 
procedure is practiced regardless of the type of 
carcinoma. 

Thyroids with Multiple Nodules. The incidence of 
cancer in multiple nodules, although lower than 
for the solitary nodules, is still significantly greater 
than in the normal or the diffusely hyperplastic 
thyroid gland. Its incidence is even greater than in 
such precancerous lesions as adenomatous polyps 
of the colon, gastric polyps, localized breast tumors, 
etc., which are uniformly treated by extirpation. 
There should be no reason why the same policy 
should not be practiced for multiple thyroid 
nodules. A subtotal thyroidectomy is performed, 
and if cancer is found after paraffin sections have 
been studied, a total lobectomy is combined with 
a radical neck dissection of the affected side. 

Cervical Metastases (Primary Tumor Not Evident). 
In such instances if the tumor in the cervical nodes 
is found to be of thyroid origin, a total lobectomy 
and radical neck dissection is performed. 

Carcinoma Involving Both Lobes. Total thyroidec- 
tomy, when technically feasible, should be per- 
formed when the carcinoma involves both lobes, 
and a unilateral neck dissection performed on the 
side with more involvement. The patient should 
be carefully observed and if metastases occur in the 
opposite cervical region, a neck dissection should 
then be performed on that side. If bilateral cervical 
nodes are present, total thyroidectomy may be 
combined with a bilateral neck dissection. 

Thyroid Carcinoma Invading Contiguous Struc- 
tures. When technically feasible, such structures 
as trachea and esophagus may be sacrificed with the 
resection of the thyroid cancer. Repair of the re- 
sultant tracheal and esophageal defects may be ac- 
complished at a later date. This procedure is done 
only when there is hope for total ablation of the 
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cancer. If all the cancer cannot be surgically ex- 
cised, surgery is indicated to remove as much as 
can be resected, and the residuum is treated with 
radon seeds applied interstitially, or by postopera- 
tive x-radiation. One recurrent laryngeal nerve may 
be sacrificed only if a cure is anticipated by the 
surgical procedure. 

When all the tumor cannot be resected, the 
trachea should be freed of all adhering cancer, be- 
cause postoperative irradiation to cancer adherent 
to the trachea would result in marked swelling and 
obstruction to the air passage (Lahey). In all such 
cases, a tracheotomy should be performed and a 
plastic-type tube worn during the radiation treat- 
ments. The metal tubes produce too great second- 
ary radiations. 

Metastases to the Mediastinum. If the metastasis 
is freely movable, it can usually be mobilized 
through the cervical incision or sternotomy. If 
fixed, resection is usually impossible, and recourse 
must be had to irradiation. 

Blood-Borne Metastases to Distant Sites. When a 
thyroid tumor is locally operable but has produced 
distant blood-borne metastases, a total thyroidec- 
tomy is preferred because of the good response to 
irradiation by some of these metastases, with 
marked prolongation of life. Daily, Linsay, and 
Soley reported nine patients so treated, with an 
average survival of six to nine years after demon- 
stration of distant metastases. In addition, this pro- 
cedure may enhance the uptake of radioactive io- 
dine by the metastatic deposits. 

Inoperable Carcinoma. If the cancer is deemed 
inoperable either because of the extent of the local 
disease with resultant marked fixation or because 
of the condition of the patient, a therapeutic course 
of deep roentgen therapy should be administered. 

These procedures are performed regardless of 
the type of thyroid cancer, and the extent of ex- 
cision is determined by the degree of anatomic in- 
volvement. 

No form of radiation therapy should be used ex- 
clusively to treat thyroid tumors. Although cer- 
tain benign tumors may respond to treatment by 
externally administered x-rays, interstitially ap- 
plied radon seeds, or radioactive iodine, the fact 
that the diagnosis cannot be established definitely 
except by biopsy, makes surgical excision of all 
thyroid neoplasms mandatory. A patient having 
an operable thyroid cancer should not be denied 
the advantage of surgical excision because of un- 
due enthusiasm of certain physicians for irradiation. 
We occasionally encounter patients suffering from 
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Figure 11. Lymphatic drainage of 
the thyroid gland (after Rouviere). 


Figure 12. The extent of radical surgical 
extirpation for treatment of thyroid cancer. 
The entire lobe of the involved side, the 
isthmus, the strap muscles, and all the 
cervical lymph nodes have been removed. 
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far-advanced thyroid cancer who had initially, and 
unsuccessfully, been treated only by x-radiation. 

Radiation therapy should be used extensively 
for all instances of inoperable thyroid cancer and 
to relieve symptoms resulting from metastases. 
Figure 6 presents a patient who had a bulky, un- 
classified anaplastic carcinoma of the thyroid. This 
was treated with large doses of external and in- 
terstitial x-radiation, which resulted in almost com- 
plete disappearance of the neoplasm. 

The question of pre- and postoperative irradia- 
tion has been argued by students of this disease, 
with conflicting opinions. It is believed that there 
is no place for preoperative irradiation of thyroid 
cancer, because irradiation frequently distorts ana- 
tomic lines of cleavage, increases the vascularity of 
the tissues, and encourages adhesions, and thus 
may render the operative procedure technically 
more difficult. Since surgical excision is the main 
weapon for the treatment of thyroid tumors, every 
attempt should be made to make all conditions as 
favorable as possible for operation. 

Postoperative irradiation has been advocated by 
certain authors and is used routinely at the Lahey 
Clinic. Supervoltage rays are administered with 
every attempt made for exact distribution of the 
radiation beam. 


Radioactive lodine for Inoperable Cancer 


The availability of radioactive iodine stimulated 
a search for methods of concentrating the radio- 
active iodine in thyroid cancers, with the hope of 
getting sufficient concentrations so that the in- 
trinsic radiation would be lethal to the cancer cells. 
Large clinical experience correlated with special 
studies has established the indications and limita- 
tions of this technique. 

Alveolar carcinoma and certain portions of other 
carcinomas do concentrate significant quantities of 
the radioactive iodine. Papillary carcinoma, which 
is the most frequent type of thyroid cancer, and the 
giant and spindle cell carcinomas, the most malig- 
nant of thyroid cancers, do not concentrate signifi- 
cant quantities of the iodine. It is unfortunate also 
that when the thyroid cancers do pick up the radio- 
active material, they pick up less than a normal 
thyroid gland. 

Treatment of Thyroid Metastases. When radio- 
active iodine is introduced, it is diffusely dis- 
tributed throughout the body. It would, therefore, 
seem natural that a certain amount would go to 
metastases from thyroid cancers. This has proved 


to be the case in a certain number of thyroid can- 
cers, particularly the alveolar carcinomas, and 
dramatic clinical improvement can frequently be 
observed. One such patient had a metastasis to the 
brain in the occipital region which produced a four- 
plus papilledema and corresponding visual symp- 
toms. Following radioactive iodine treatment, all 
symptoms disappeared, and the papilledema sub- 
sided. Unfortunately, this type of cancer is quite rare 
and the nonfunctioning forms of metastases have 
little, if any, avidity for the radioactive material. 

The brilliant studies of Rawson and his colleagues 
into the physiology of thyroid cancer yielded data 
by which the avidity for radioactive iodine by the 
thyroid metastases can be increased. Thyroidec- 
tomy or the destruction of the thyroid gland by 
the administration of large doses of radioactive 
iodine enhances the pickup of radioiodine by 
metastatic cancer. These investigators also observed 
that the administration of thyrotropic hormone and 
certain goitrogenic agents (thiouracil and related 
compounds) augments the pickup of radioactive 
iodine by the metastatic deposits. 

The use of radioactive iodine should be limited 
only to those inoperable cancers which manifest an 
avidity for the radioiodine. It should never be used 
as a substitute for surgery. In certain clinics there 
is a tendency to use radioactive iodine postopera- 
tively in cases believed to be benign during surgery 
but in which cancer is discovered on histologic 
study. This practice should be condemned because 
only a limited number of thyroid cancers concen- 
trate iodine. In such cases the proper treatment 
consists of reoperation and the performance of a 
total lobectomy (if this has not been performed 
previously) combined with a neck dissection. 

In summary, less than one-half of thyroid can- 
cers pick up any radioactive iodine whatever, and 
less than 10 per cent concentrate it in sufficient 
quantities for it to be therapeutically effective. 
Metastases from thyroid cancer, in certain instan- 
ces, may be made to concentrate radioiodine by the 
combined method of destroying the thyroid gland 
(either by surgery or by irradiation) coupled with 
the administration of large doses of goitrogenic 
drugs such as thiouracil or derivatives. This tech- 
nique, of course, is hazardous from the standpoint 
of total body irradiation, and must be administered 
meticulously only to those patients who have been 
proved to have inoperable thyroid cancer. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY EDWARD A. STRECKER, M.D. 


Philadelphia, Pennsylvania 


The contacts of a child with his environment are powerful influences on his emotional development—good or 
bad. In these contacts parents play roles of great importance in shaping the potentialities for psychologic 
growth—physical motion, imitation, suggestion, love of power, curiosity, savagery, and romancing. Parents 
must respect certain rights of children—rights which too few children enjoy but which are vital to their happiness. 


WE KNow much more about children than we did 
even ten years ago. Psychiatric, psychologic, and 
social observations, study, and research have yield- 
ed some good ideas about what kind of personal 
environment is satisfactory for children’s mental 
health. If these ideas could be widely disseminated 
and put to use, then there would be a considerable 
decrease in the functional illnesses of adults, in 
alcoholism, perhaps in the psychoses, and in many 
other troubles. Certainly adults would have far less 
emotional maladjustment, unhappiness, and misery. 

The formula is simple—profound truth often is: 
Since security is the most important bulwark of the per- 
sonality in meeting the conditions of adult life, security 
must be given during childhood. It can be given only 
by an environment which makes a child feel wanted 
and loved; he must receive frequent demonstrations 
of affection and protection. Concurrently, the child 
must be released gradually—emancipated. As 
there is a weaning from the breast or bottle, so, too, 
must there be a psychologic weaning. The silver 
cord must be gradually loosened and then cut. 
Otherwise, the cord may strangle the child when he 
later attempts to participate in adult emotional 
relationships. 


In attempting to weave a design for childhood, 
we must be careful. There are many threads to 
choose from. Some of them are very attractive at 
first glance, for instance, spoiling the child to keep it 
happy(?). Such threads are not durable, and the 
weave will not stand the wear and tear of adult 
living. 

Let us begin at the beginning: (1) There are 
children. (2) They live in an environment. (3) 
Something happens as a result of the contact be- 
tween child and environment. 

Such contact involves many physical factors— 
food, vitamins, sunlight, exercise. If the child is 
deprived or has an inadequate supply of such 
physiologic foodstuffs, then he may be destroyed. 
At least he may be seriously damaged, poorly equip- 
ped for life at the physical level. 

As a result, too, of the child-environmental con- 
tact, something happens psychologically that is of 
the utmost significance. The human personality is 
shaped. It is the psychologic-emotional part of the 
equipment for everyday living. 

No single school of psychologic thought has 
completely explained the growth and shaping of the 
personality. We have to allow for the operation of 
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an ‘x’? quantity—an innate maturing principle. 


There is a physical analogy. Early in intrauterine 
life, the various organ buds are not distinguishable 
one from the other, except by an expert. Apparent- 
ly these organ buds can select from a single blood 
stream just what they need to grow into highly dif- 
ferentiated structures—liver, spleen, bones, skin, 
etc. This process continues after birth, in the com- 
pletion of the nervous system and the append- 
ages (hair, teeth, nails). 

Just as there is an innate potential for physical 
maturity, so, too is there a potential that evolves 
into emotional or psychic adulthood. And the per- 
sonality cannot grow properly and become prepared 
to meet the emotional conditions of relations with 
others in adult life, unless in childhood there has 
been a steady supply of what is needed psycho- 
logically. 

With this introduction, I can attempt to list and 
describe some of the much needed psychologic po- 
tentials, 


Physical Motion 


Ordinarily, we don’t think of physical motion as 
psychologic, but rather as something that helps 
complete the connections of the nervous system and 
in general develops and strengthens the body. 
Psychologically, physical motion is even more sig- 
nificant. Upon the layer of whatever is derived 
from ancestry, it lays down some of the first founda- 
tion stones of a personality structure. A baby ex- 
plores his environment. By experience he learns the 
differences between hard and soft, warm and cold, 
smooth and rough. A whole library of sensory in- 
formation for future use is acquired. Sometimes 
mothers boast that their children are “good,” 
*‘quiet,” and that they “stay put.”” Psychologically, 
a quiet child is not a good child. Even at the risk of 
a little damage to bric-a-brac, children should be 
given the opportunity and encouraged to move 
around freely; these are the first important steps in 
personality growth. Ifthe baby could talk about its 
needs, the need to move around freely would be 
high on the priority list. 


Imitation 


The second and most dynamic personality po- 
tential is imitation. Its importance is obvious. 
Speaking the native language, appropriately called 
the “mother tongue,” begins by imitating sounds 
from the lips of the mother. For their own sakes it 
is unfortunate that parents do not observe carefully 


their children playing house. The father might 
hear his tirades of anger and his profanity faithfully 
portrayed. The mother might overhear the child 
play-mother upbraid the child play-father: ‘You 
are late again. Don’t give me that old stuff about 
being detained at the office. I’m fed up on that lie.” 

When children imitate their parents, they are 
driven by two strong forces—identification and 
idealization. It is not a question of casual copying 
of parents. Children must imitate them. Children 
are psychologically weak and insecure. They gain 
much needed strength and security by merging 
with the parents—identifying. Naturally, the par- 
ents are idealized. For the children they are great, 
heroic figures, placed upon high pedestals. We can 
remember how vigorously we defended the opinions 
of our parents. Even though they were far from 
being authoritative, yet for us they were the final 
words on anything, from pugilism to etiquette. 
Not logical, but emotional, which is much stronger. 
Each parent and in early childhood, particularly 
the mother, is a citadel of strength and refuge for 
the children. This stronghold must not be removed. 


Even at risk of damage to bric-a-brac, children 
should be encouraged to move about freely. 
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too quickly, but it should not be permitted to stand 
unchanged indefinitely. Children must be emanci- 
pated gradually but definitely, or they will not be 
prepared to participate in adult life. 

The environment should contain a sufficiency of 
useful things to imitate. If so, there will be im- 
bedded permanently into the plastic personality of 
the child such traits as integrity, straightforward 
dealing, truthfulness, courage, compassion, deci- 
sion, reflection, judgment, tolerance, and at least 
some beginnings of a feeling of the universal broth- 
erhood of man upon which in this day depends our 
very survival. 

Platitudinous “‘mouthings” and moral sermon- 
ettes, no matter how high sounding, will do more 
harm than good unless backed by corresponding 
behavior. Young Bill’s father and mother always 
gave the correct ethical reply to his question, “Is it 
wrong to lie, or cheat or steal?”’, and gave it very 
emphatically. Nevertheless, Bill appropriated the 
neighborhood boy’s club fund, $2.63. He was 
ostracized by the other boys—an ostracism as severe 
and cruel as that of primitive man against the mem- 
ber of the tribe who had broken the taboo. Bill’s 
parents had failed to observe that he was an avid 
listener to their frequent discussions about the best 
and safest way to defraud the government of income 
tax. 


Suggestibility 


This third personality-making potential is akin to 
imitation but much more indirect and subtle in its 
operations. The child, instead of mimicking what 
he hears and sees, senses, “feels out”? the environ- 
ment, takes the cue, and acts accordingly. All hu- 
man beings, especially children, are suggestible. 
From the environment there flows into the child a 
constant stream of material that is deeply impressed 
into the shaping personality, for later weal or woe. 
A nice little girl, always eager to help her mother, 
was assisting her in serving tea to a visiting friend, 
stumbled, spilled the tea, and broke the cup. The 
mother exclaimed, “Poor Betty. She is so nervous, 
just like her father’s family.” Repeated often 
enough, such harmful suggestions could impress on 
the personality a life-long nervous instability. 

Suggestibility recalls the conditioned reflex of 
Pavlov, in which the ringing of a bell finally sufficed 
to put into operation the reflex of the gastric diges- 
tive juices. Sometimes, so-called ‘‘nervous” indi- 
gestion, insomnia, and bed-wetting can be traced to 
bad secondary conditioning of what should have 
been a healthy stimulus: anger, irritability, nagging 
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A child gains needed strength and security by 
imitating and identifying himself with his parents. 


instead of a pleasant, relaxed family atmosphere at 
meals; wildly exciting stories and “tbang-bang” ra- 
dio programs instead of reasonable calm at bedtime. 

Suggestion is a weapon of great strength and 
flexibility, but it is double-edged. It can be used for 
future help or harm. The suggestions that “stick” 
often throughout life, flow from those two great 
fountainheads of suggestion, the mother and father. 
Wise and good parents in their daily lives will find 
many opportunities to implant seeds of suggestion 
into their children that will flower into the same 
personality assets as are gained by presenting the 
right things to imitate. 


Love of Power 


The fourth potential is an unconscious but often 
partly conscious wish to dominate one’s surround- 
ings. Whatever its origin, the struggle for power 
and the unwillingness to relinquish it are certainly 
commonplace. Prima donnas and actors make in- 
numerable “farewell” appearances. I presume, too, 
the same unwillingness to give up the center of the 
stage has made it necessary to set up an age for re- 
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tirement of professors, even professors of psychiatry. 

It is not hard to understand that babies should 
savor and enjoy power. In the usual household, 
everyone is anxious to do everything possible to 
keep the baby satisfied and happy. Should the baby 
cry, which it does often, there is much ado and 
great scurrying about by adults attempting to turn 
the tears into laughter. Obviously the baby will 
acquire a sense of being able to dominate the sur- 
roundings—and enjoys it. 

Sooner or later, and usually all too soon, comes 
the time of bitter disillusionment. The period of 
happy dominance over others must come to an end. 
About all sorts of things, the child must learn to 
conform, to concede that others have rights, and to 
accept social demands. For all children, this is 
tragic, either an articulate or a silent tragedy. In- 
evitably children take advantage of every opportun- 
ity to seize again the golden apple of baby power. 

Frankie was the only child of two middle-aged 
parents, a nice, normal, friendly boy. One evening 
he came to dinner and, to the surprise of his par- 
ents, announced, “I’m not going to eat anything 
tonight.” They inquired anxiously, coaxed, asked 
if he felt sick, offered to have something special 
cooked—to no avail. From time to time, Frankie 
repeated his behavior. Eventually the reaction of 
the parents crystallized into a highly dramatic scene, 
beginning with entreaties to eat and ending with 
profanity from the father and the mother in tears. 
Finally, the worried parents went to a physician. 
He listened carefully to the story and then said, 
“The next time it happens, don’t do anything; just 
sit tight and eat your dinner.” The parents were 
disappointed but they had paid a fee; they decided 
to follow this advice. The next time the youngster 
announced, “I’m not going to eat,” there was no 
response. Frankie was puzzled. Experimentally, 
he repeated the announcement a few times. No re- 
ply; the parents went on with their dinner. Then 
Frankie pounded the table with his fists and turning 
to his father, said, ‘Don’t you hear me, father? I 
said I won’t eat. Aren’t you going to cuss?” And 
to his mother, “Aren’t you going to cry?” The 
father said, ‘‘No, Frankie, we are not. If you don’t 
want to eat, it’s all right. It won’t hurt you to miss 
a meal.” 

Thereupon, Frankie fell to and ate his dinner. It 
never happened again. It was his swan song bid to 
regain the lost power of babyhood. 

There is a practical point here for all of us who 
deal with sick children. Convalescence from a long, 
tedious, and often painful illness is a natural oppor- 


tunity for the child unconsciously to try to retrieve 
the domain of baby dominance. The child has 
suffered and has been cut off from the normal activ- 
ities and play with other children. Now the pain 
and sickness are over, and the child begins to con- 
valesce. Everyone wants to make up for the suffer- 
ing and unhappiness. It is easy, for the “making 
up for” process to go too far and to degenerate into 
hopeless spoiling. The management of convales- 
cence in children is one of the hallmarks of the 
complete doctor. He will adroitly combat the kind- 
ly but misguided attitudes and conduct of the fami- 
ly, and prevent a retreat into emotional immaturity 
with consequent crippling of the personality for 
future grown-up relationships. 

The wise physician can, by understanding and 
counseling, contribute a great deal to the manage- 
ment of this phase of development. The objective 
is to bring the youngster through the stage of 
attempting to reclaim babyhood dominance without 
damage to his developing ego. 

The common mistake made by parents and others 
in attempting to deal with childhood love of power 
is overemphasis in one of two directions. One uses 
too much severity—unreasonable, rigid, nonex- 
planatory severity—‘Stop that at once, or else. . . .” 
—even cruel physical punishment to bring about 
conformity by fear. Then the children may become 
frightened adults, hopelessly defeated by life. Or 
their personalities may become so embittered and 
twisted that, as adults, they project upon society 
revenge for the ill usage they received as children. 
They become bitter, antisocial, and dangerous agi- 
tators and occasionally, should fate place them in 
positions of power, ruthless dictators. Perhaps it is 
more than coincidence that the three dictators of 
modern times who have brought so much misery to 
the world—Hitler, Mussolini, Stalin—had rigid, 
overauthoritative fathers who gave them little or no 
affection and often treated them cruelly. 

The other extreme in dealing with the power 
drive in children is spoiling. For some reason, one 
or the other parent favors one of the children. That 
child must have his own way, irrespective of anyone 
else in the family circle. The other children, even 
one of the parents, have to give in to the favored 
child. 

Finally, the child comes into adult life and then 
comes the day of reckoning. The world laughs cyni- 
cally and rejects coldly the childish attempts of the 
spoiled person to gain attention and to secure and 
maintain an adult place in relationships with other 
men and women. 
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Power as Evidence of Inferiority 


When persistent efforts to hold power in child- 
hood are attempts to compensate for a deep sense of 
inferiority, then the situation may become very diffi- 
cult and complicated, and the help of the family 
physician is often needed. A sense of inferiority is 
usually unconscious, producing a feeling of inner 
belittlement and unfavorable comparison with 
others. We know how handicapping this is to an 
adult. It is more so for a child. The child has fewer 
paths of escape open. Often driven by a nagging 
sense of inferiority, he may begin to lie outrageous- 
ly, to steal, to behave “‘daringly”’ sexually, to make 
himself popular with his companions—all to gain 
attention and have a place in the sun. 

The discernible sources of inferiority reactions 
are legion. They may be concretely physical, like 
the crippling residue from “polio” or even very 
poor eyesight. Children soon tire of and leave be- 
hind those who cannot keep up with them in their 
play activities. I knew a young woman, a beautiful 
young woman, well educated, talented in many 
ways. None of her talents compensated for an over- 
whelming inferiority because she was almost six 
feet tall. A long period of psychiatric treatment 
was needed to solve the problem. Contrastingly, 
very short men may be aggressive; they have chips 
on their shoulders in an unconscious attempt to 
compensate for inner inferiority. 

Fairly frequently, I have seen young men who 
were dissatisfied and unhappy because of disparag- 
ing remarks by other boys about the size of the sex 
organs—the kind of remarks made in the shower 
room of a boarding school. 

A common situation in which the family doctor 
may be wisely helpful is a family in which, let us 
say, there are several children. One boy is normal 
enough but not distinguished. His two brothers 
stand out much more prominently. One is the 
school’s football hero. The other is socially facile 
and very popular with the girls. The little fellow is 
unhappy, broods, begins to fail in his schoolwork, 
shuns the crowd, begins to think he does not really 
belong in the family. Often much can be done. 
Perhaps some latent interest can be awakened and 
developed. A little judicious attention from the 
parents may be helpful. But there must not be any 
artificiality about it and certainly no spoiling. The 
compensations which the youngster is helped to 
find must be solid, enduring, and sound—not pre- 
tense. 

Home conditions often lead to feelings of inferi- 
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ority. Any situation, particularly in the home, that 
makes the child feel ashamed and belittled before 
his playmates is especially harmful. Quarreling be- 
tween the parents, separation, divorce are prolific 
sources. I remember a little boy leaving a boarding 
school for the Christmas holidays. For weeks he 
had listened sadly to the happy chatter of his 
friends, looking forward to Christmas at home. 


Inevitably children take advantage of every oppor- 
tunity te regain lost baby power over adults. 


The little fellow said sadly : “Christmas! I will spend 
one week with my father at his club, one week with 
my mother in the apartment house.” Alcoholism 
in one of the parents is for a child an ego-shaming 
thing. In large cities, unwillingness to relinquish 
orthodox, old country customs may produce diffi- 
culties. A bright, nice looking girl broke her en- 
gagement to an attractive, successful young lawyer 
who was in the office where she was a stenographer. 
She could not bear to take him to her house to meet 
her parents who adhered to the dress, language, and 
customs of the old country. 

An inferiority complex cannot remain un- 
changed. It would produce destructive psychologic 
friction. Something must be done about it. Some 
kind of compensation must be found. There are 
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many unwise compensations. I have observed in 
children two which do much harm. One is the 
*specialist’s” attitude, sometimes fostered by par- 
ents. A youngster is not getting on in his school 
work and perhaps, too, is not very popular with 
other children. The parents become very much 
concerned. They succeed in convincing themselves 
that their child has special talents, indeed may even 
be a genius. They encourage the youngster to take 
up some unusual interest—maybe philosophy, 
Egyptology, or the saxophone. The boy takes up 
the new pursuit—devotes more and more time to it. 
He neglects his schoolwork and falls hopelessly 
behind. He isolates himself from the normal com- 
panionship of other boys. He bathes in the sun- 
shine of his parents’ praise and their glowing de- 
scription of the future. Inevitably there comes the 
pay off. The boy is not a genius, not even very tal- 
ented. The final crushing blow to the ego leaves the 
personality seriously damaged. Long and expen- 
sive psychiatric treatment may be needed to 
straighten out the problem. 

An even more dangerous situation may occur in 
children who feel inferior. They may resort to fan- 
tasy, toescc, the disturbing belittling feelings and 
anxiety. I do not refer to usual and perfectly nor- 
mal daydreaming, but deep fantasy, long departures 
from reality, more and more reluctance to return to 
everyday living, and certainly the danger of perma- 
nent unreality which is mental disease. 

In itself an inferiority complex is not pathologic. 
In reasonable degree, it is a healthy stimulus. It 
saves us from deadening, smug self-satisfaction and 
stimulates us to greater effort. The inferiority com- 
plex has been called the golden complex. Browning 
wrote: “It is the spark that disturbs our clod. Poor 
vaunt of life indeed, were man but formed to feed, 
on joy, solely seek and find a feast.” History is re- 
plete with examples of heroic compensations, vic- 
tories over inferiorities—Demosthenes, Helen Kel- 
ler, and many others. 

In children, it is important to study the situation 
carefully, to try to find the sources of the inferiori- 
ties, to correct them if possible, and to guide the 
child in finding wise, helpful, and maturing com- 
pensations. 


Curiosity 


The fifth potential, curiosity, is universal in hu- 
man beings. Only low-grade idiots do not have it. 
Topflight scientists and children alike have a high 
degree of curiosity. The only difference is that the 
curiosity of the scientist is fortified by highly spe- 


cialized information. Otherwise, both children and 
scientists are impelled by an irresistible desire to 
discover why things “tick.” 

Nothing quite approaches the driving force of 
curiosity in children. One may feel a certain meas- 
ure of sympathy for the tired father, returning from 
his work, met by a barrage of questions from his 
children: “‘Why does a dog wag his tail when he is 
happy? When the cat wags hers she’s mad. Why? 
And why and why and why?” There is not much 
comfort to offer the tired father and mother. An- 
swering the questions of their children is an impor- 
tant part of the business of being parents. The only 
relief that can be offered is that, as children grow 
older, it is fair and helpful to refer them to sources of 
information like dictionaries and encyclopedias, but 
then to talk over with them what they have found 
out. In any event, curiosity in children can no more 
be blocked than can a stream of water by building a 
high dam across it. The water would overflow the 
banks and open up new channels. So, too, curiosity 
blocked in the home reaches out for less reliable and 
sometimes dubious sources of satisfaction. 

Curiosity about Sex. Most modern parents accept 
ordinary curiosity in their children as quite normal 
and deserving satisfaction. But there are still quite 


Scientists and children alike are intensely curious— 
an irresistible desire to know why things “tick.” 
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a number of parents who are uneasy and unhappy 
about sex curiosity in their children. They cannot 
escape the feeling that there is something abnormal 
about it. If they come across their little boy exam- 
ining the sex organs of his little sister or vice versa, 
they sometimes think they have begotten a mon- 
strosity. 

There are two very good reasons why sex curios- 
ity in children is normal and is far stronger than 
any other curiosity. In the first place, sex is an 
instinct. It is as much a part of man as his heart 
beat or his breathing. It demands understanding 
and expression. An instinct cannot be denied. 

The second reason why sex curiosity is stronger 
than any other kind of curiosity is an artificial one, 
a man-made reason, an unfair taboo imposed upon 
children by adults. Let us say a group of mothers 
are talking with each other. They are talking about 
sex. Sometimes mothers do. One of the children of 
the household wanders into the room. Immediately 
one or more of the ladies begin to make frantic ges- 
tures. Another lady says ‘‘Hush!” and points fran- 
tically to the small intruder. Still another says, 
“Little pitchers have big ears.” It is naively be- 
lieved that such behavior will put a period to the 
child’s interest in the sex conversation. Of course, 
it has exactly the opposite effect. For a normal 
child, anything which attempts to fence in sex in- 
formation raises the curiosity of the youngster to 
the “‘nth” degree. 

What to do about sex information for children? 
There are many useful sources of information. I am 
not particularly enthusiastic about sex lectures for 
children. Plant and animal life, household pets, 
zoological gardens, a few good books are available. 
Best of all is the right atmosphere in the home; a 
natural atmosphere which makes it almost as easy 
for the child to ask questions about sex as about 
anything else. This is much better and helps to 
build a happier, sounder personality than to have a 
forbidding attitude that consigns the child to “dir- 
ty” scribblings on walls and fences or the furtive, 
guilty gloating over pornographic pictures. 

Any psychiatrist can tell you that in dealing with 
many of the psychoneuroses and emotional prob- 
lems of adults, it is often necessary to clear away a 
debris and clutter of material which dates back to 
childhood sex misinformation and ignorance. One 
of my associates who works in a marriage counsel 
clinic tells me he is amazed at the large number of 
young people, married or unmarried, who are ignor- 
ant about even the simplest facts of sex life. 
There is one more thing about sex and children 
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in which the doctor may be able to help. Mature 
mothers do an excellent job. For one thing, an emo- 
tionally mature mother does not visit upon her chil- 
dren any disappointments and frustrations of her 
own sex life. She believes that children are entitled 
to a fair start. Immature, selfish mothers have no 
such scruples. They do not hesitate to visit upon 
their children revenge for the disappointments of 
their own sex lives. Sometimes she is prudish. 
Often she divests sex of all its beauty. She is not 
above warning her daughters about “the only thing 
men want from women—their pleasure ;”’ or warn- 
ing her sons about the sex snares and artifices of 
girls “these days.” 


Savagery 


For the sixth potential, I have selected savagery. 
Psychoanalysts regard it as a remnant of the primi- 
tive phase of our phylogenesis. It has been main- 
tained that if a boy had never seen a tree before, he 
instinctively would climb the first tree he did see. 
In any event, especially in boys, it is the rough and 
tumble phase of development. In old days, boys 
wanted to go West and kill Indians or be mail ex- 
press drivers. Now they are more apt to want to be 
bandits, FBI men, or international spies. The sav- 
agery stage is an important step in personality 
growth, and it should not be too much hampered 
even at the risk of becoming a bit unpopular with 
the neighbors who complain of “‘those noisy hood- 
lums.” 

Among other things, so-called savagery repre- 
sents a healthy step away from the earlier emotional 
bond of the child-mother relationship. Probably, 
too, its activity helps release the inner pent-up hos- 
tilities acquired in being made to conform to social 
expectations and demands. 

In relation to savagery, I must discuss briefly 
something about which there well might be two 
honest, contrasting opinions. I refer to the compet- 
itive spirit which is an outgrowth of childhood 
savagery. 

There is a variety of education, ultramodern, 
which disparages and even denies competition. 
There are no marks in studies, since no child must 
know that any other child is brighter. There is no 
such thing as “‘winning” in athletics. There is no 
discipline in the classroom since it would inhibit 
self-expression. True enough, in former days, ruth- 
less, brutal competition that broke the spirit of 
many children was encouraged, indeed demanded. 
Ultramodern education was a corrective swing of 
the pendulum in the right direction, but I think it 
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has swung too far. We do not yet have, and it will 
be a long, long time until we do have, a Utopia of 
gentleness and complete consideration for others. 
In the meantime, a spirit of competition is needed 
to provide a basis for the struggle and battle of life. 
At most, we can try to teach children to play fair, 
to take no undue advantage, and to be generous to 
the vanquished. To take from them all satisfaction 
of victory, I think, is an ill service, leaving the child 
too unprepared and too defenseless against the 
conditions of adult life. 

Modern culture has recognized the claims and 
needs of savagery and provides boy scout troops, 
playgrounds, athletic contests, summer camps, and 
cultural olympics. 


I should like to dwell briefly on one more poten- 
tial, my seventh. Romancing is not a lie in the or- 
dinary sense. It is the budding and first flowering 
of the imagination. The little boy says: ‘When I 
was coming home from school today I saw three 
big bullies grab a little girl and twist her arms and 


Savagery helps a child release hostilities acquired 
from conformance to social expectations. 


pull her hair. I jumped them, knocked two of them 
out and the third one ran away.” Little Ann tells 
her mother: “A man wanted to buy me a lot of 
presents and take me for a ride in his big car.”” The 
facts were that a kindly gentleman on a hot day 
gave Ann a dime to buy an ice cream cone. The 
remainder was supplied by Ann’s romancing. Not 
every man who speaks to a child on the street is 
an abductor or a sex pervert. 

Romancing in childhood should never be brutally 
crushed. This destroys or distorts something in- 
nately beautiful. 

I heard one father say angrily to his little son who 
had told him a tall story: ‘“That’s a lie and you are 
a liar.” I felt as though I had seen someone grind 
his heel into a beautiful flower. 

It is entirely possible to adopt a wise, kindly at- 
titude and gradually teach a child to distinguish 
between fact and fiction, that “made-up” stories 
can be just as beautiful and interesting even if they 
are not true. 

This is also the time to introduce the receptive 
mind of the child to the wonders of imaginative 
literature—Stevenson, Carroll, Kipling. 

A story is told of a boy who had a very fine re- 
lationship with his father. One day the boy rushed 
in, panting with excitement: “Daddy, you should 
have seen it. Just around the corner. Two big lions 
and a fierce tiger. Tearing each other to pieces. 
Fur and blood all over the street.” 

The father said, “Tommy, that must have been 
something. How about telling God about it?” 

Tommy buried his face in his hands for a few 
seconds, and then looked up at his father and said: 
“Well, Daddy, I told God about it.” The father: 
“What did He say?” Tommy: ‘“‘Well, Daddy, He 
said, “Tommy, they were really three big dogs. But 
I don’t blame you for making a mistake. They were 
pretty savage dogs.’ At first I thought they were 
lions and tigers.” 

To build a hypothetically normal child, India 
rubber would be useful. To encompass the long 
range and wide variance found in any group of 
normal children, much flexibility is needed. Included 
there should be the ability and desire to move; 
readiness and willingness to imitate; an alert 
response to suggestion; a reasonable amount of love 
of power; a strong leaven of curiosity; a dash of 
savagery; and a spark of romancing. Mothers and 
fathers and the family doctors who so often are 
their confidants and counselors could not have 
better precepts than those derived from the White 
House Conference on children. 
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The Rights of Children 


**From your earliest infancy we give you our love so that you 
may grow with trust in yourself and others. 

**We will recognize your worth as a person and we will help 
you to strengthen your sense of belonging. 

**We will respect your right to be yourself and at the same 
time help you to understand the rights of others, so that you may 
experience cooperative living. 

**We will help you develop initiative and imagination, so that 
you may have the opportunity freely to create. 

**We will encourage your curiosity and your pride in work- 
manship so that you may have the satisfaction that comes from 
achievement. 

**We will provide the conditions for wholesome play that will 
add to your learning, to your social experience, and to your 

**‘We will illustrate by precept and example the value of 
integrity and the importance of moral courage. 

"We will encourage you always to seek the truth. 

**We will open the way for you to enjoy the arts and to use 
them for deepening your understanding of life. 

**We will work to rid ourselves of prejudice and discrimina- 
tion, so that together we may achieve a truly democratic society. 


Hypotensive Anesthesia 


**We will work to lift the standard of living and to improve 
our economic practices so that you may have the material basis 
for a full life. 

"We will provide you with rewarding educational oppor- 
tunities so that you may develop your talents and contribute to a 
better world. 

**We will protect you against exploitation and undue hazards 
and help you grow in health and strength. 

**We will work to conserve and improve family life and, as 
needed, to provide foster care according to your inherent rights. 

**We will intensify our search for new knowledge in order to 
guide you more effectively as you develop your potentialities. 

**As you grow from child to youth to adult establishing a 
family life of your own and accepting social responsibilities, we 
will work with you to improve conditions for all children and 
youth, 


This is a Bill of Rights for children. Only com- 
paratively few children enjoy these rights. The 
majority of the children of the world do not have 
any of them. They express an objective, an ideal, 


a consummation devoutly to be wished for all 
children. 
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ALTHOUGH the hypotension of surgical shock, 
due to reduction of the circulating blood 
volume with vasoconstriction, is a serious com- 
plication, hypotension itself in the presence of 
a normal blood volume is not harmful, accord- 
ing to Boyan and Brunschwig. Such hypo- 
tension, voluntarily induced, has been used 
successfully to reduce bleeding and shorten 
the operative time in long, radical pelvic and 
abdominal procedures. 

Lowered blood pressure, by the intravenous 
administration of hexamethonium bromide 
(Cs), was used in thirty-two patients undergo- 
ing radical surgery. The anesthetic agent was 
ether supplemented by d-tubocurarine. Care- 
ful preoperative preparation by the administra- 
tion of morphine and scopolamine or atropine 
aided satisfactory results. All anesthetic agents 
were given by intratracheal tube introduced 
under thiopental sodium anesthesia. 

The dose of Cg to be administered depended 
upon the fall in blood pressure, if any, in 
response to the anesthetic agent. Twenty to 
forty mg. of Cs was injected intravenously in 
most cases, and this dose resulted in a fall in 


blood pressure of 50 to 70 mm. of mercury. If 
this did not occur, an additional dose of not 
more than 20 mg. of Ce was given. An opti- 
mum pressure was found to be between 55 and 
65 mm. Hg systolic, and this was maintained 
throughout the procedure. Blood loss was 
estimated and immediately replaced during 
operation. The bleeding during the procedure 
was greatly diminished by this means, al- 
though sizable vessels could always be found 
and ligated when necessary. At the close of op- 
eration pressure was brought up to normal by 
the intravenous infusion of a dilute solution of 
Neo-synephrine. Any other bleeding was then 
controlled, and the incision closed. 

Careful postoperative observation was neces- 
sary to distinguish between hemorrhage and a 
fall in pressure due to the drug. The pulse rate 
usually was not elevated in this type of hypo- 
tension, and the pressure could be controlled 
partially by the position of the patient. No 
renal damage could be detected by clinical 
means as long as the blood volume was kept 
within normal limits. (Surgery, 31: 829, 
1952). 
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Emphysematous Bullae 


EMPHYSEMATOUS BULLAE are caused by extensive frag- 
mentation of the interalveolar septa in a localized por- 
tion of the lung, resulting in the formation of an intra- 
pulmonary air pocket. The cavity does not have an 
epithelial lining as is seen with a true cyst, but the 
limiting wall is composed of the disintegrated alveo- 


lar septa. 


Figure 1 (above). Large radiolu- 
cent area in upper half of left 
lung represents emphysematous 
bullae. Note delicate curved lines 
traversing the radiolucent zone. 


Figure 3 (below). Bronchogram of 
same patient as Figures 1 and 2. 
Dye has not entered the emphyse- 
matous bullae. Bronchi in lower 
lung field are depressed and show 
widening and blunting. 


Figure 2 (below). Same patient as 
Figure 1, now also showing mar- 
ginal pneumothorax. 


Figure 4 (above). Lower two- 
thirds of left lung field is occu- 
pied by giant bulla (‘vanishing 
lung”). Several bullae occupy the 
right lower lung field. Note de- 
pression of left leaf of diaphragm, 
compression of left upper lung, 
and fibrosis in right lung. 


The development of bullae is related to inflammatory 
processes which involve small bronchi and bronchioles 
causing scarring and partial occlusion of these smaller 
air passages. The accepted mechanism suggests a re- 
sultant valve-like process that lets air into the lung past 
the obstruction, but prevents air from readily getting 
out. Overdistention ensues, and rupture of the alveolar 
walls leads to the development of the cavity. 

Although anatomic evidence of such a ball-valve 
mechanism has been demonstrated, it certainly is an 
infrequent finding. Furthermore, it is not likely that 
sufficient pressure will develop during normal respira- 
tion to disrupt the alveoli. Accordingly, it is likely that 
the increased intracavitary tension is related to cough- 
ing, for it is during that process that a tremendous 
intracystic pressure occurs. It is striking to note the 
almost constant finding of significant cough in these 
patients. 

Emphysematous bullae may be single but are usually 
multiple. They may occur in a segment of a lobe, in a 
lobe, or in a combination of segments and lobes. Any 
lobe may be the site of bullae, but the upper lobes are 
more commonly involved. Males are affected much more 
frequently than females, and the condition is usually 
recognized after the second decade. 

**Air cysts” of this type may be present in association 
with varying degrees of generalized emphysema, or they 
may be associated with normal remaining lungs. 

Emphysematous bullae tend to increase slowly in size 
at the expense of the surrounding pulmonary tissue as 
the intracystic pressure increases during coughing or 
straining. As they enlarge, a point may be reached at 
which their thin walls cannot support the increased 
pressure, and perforation into the pleural space occurs 
with the development of a pneumothorax. Spontaneous 
pneumothorax is frequently the first indication of 
emphysematous bullae. 

Roentgenographically, the presence of bullae is sug- 
gested by localized areas of radiolucency in which the 
normal lung markings are absent (‘vanishing lung”). 
Frequently, the limits of the bullae are noted by thin, 
sharply defined, hairline borders, often curved, semi- 
circular, or annular. When many bullae overlap or be- 
come confluent, a patternless mosaic of fine curvilinear 
lines is seen traversing the hyperilluminated lung area. 
They rarely contain fluid or become infected. The ad- 
joining lung fields may be compressed and the lung 
markings prominently outlined. When the bullae oc- 
cupy the lower lung field, the corresponding diaphrag- 
matic leaflet is often depressed. Bronchography shows 
displacement of the bronchi of the uninvolved lang and 
at times irregularity and widening of the bronchi due to 
underlying bronchial disease. The radiopaque material 
does not usually enter the bullae. 

In selected cases without generalized emphysema, 
surgical treatment is successful. 
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BY W.PAUL HOLBROOK, M.D. 


Tucson, Arizona 


Soft tissue rheumatism occurs more frequently than articular rheumatism. Very little is known regarding pathology 
or specific etiology; hence, classifications are unsatisfactory. In spite of this difficulty, the most common types fit 
well into a simple clinical grouping which is presented here; and with properly selected therapy, these disorders 


show a high percentage of recovery. 


Tue very title of this article may seem something of 
a paradox, as physicians are usually inclined to 
think of rheumatism as an affliction of the joints. 


The importance of soft tissue rheumatism is readily 
appreciated when it is realized that more than one- 
half of the patients consulting a general practitioner 
because of rheumatism belong in this category. This 
group of individuals do not have arthritis, but they 
ache and complain of stiffness and pain, sometimes 
very severe, either localized or generalized. They 
neither have swollen joints, nor develop joint de- 
formity. It is fair to warn that this type of rheuma- 
tism is literally “no man’s land” so far as proven 
etiology and pathology are concerned. It includes 
such confusions in diagnoses as muscular rheuma- 
tism, fibrositis of various kinds, bursitis, tendonitis, 
myositis, panniculitis, shoulder-hand syndrome, 
psychogenic rheumatism, tennis elbow, trigger 
finger, etc., through a very long list. 

In spite of confusion and lack of exact knowledge 
regarding etiology and pathology of many of these 
disorders, it is possible to set up a practical scheme 
for considering them. The majority have a fairly 
characteristic symptomatology, and they respond 
well in general to properly selected treatment. An 


effort will be made here to give major consideration 
to the recognition and treatment of the various clin- 
ical types, without expressing any serious convic- 
tion regarding the correctness of the classification 
into various groups and subgroups. 

The term fibrositis will be used in a general 
sense, as it is technically incorrect, because many of 
the conditions called fibrositis have little or no evi- 
dence of inflammatory change. Certainly the major- 
ity of individuals suffering from soft tissue rheuma- 
tism are usually diagnosed as fibrositis. Fibrositis 
has been classified in a variety of ways, but because 
of the lack of confirmed pathologic findings, such 
classifications have usually not been very helpful to 
the practitioner; indeed they leave almost every- 
thing to be desired in accuracy from a pathologic 
standpoint. From the clinical standpoint, fibrositis 
can be divided quite logically into two large groups: 
localized fibrositis and generalized fibrositis. 


Localized Fibrositis: Sites of Involvement 


Localized fibrositis manifests itself in local pain, 
tenderness, aching, muscle spasm, and limitation of 
motion. It is usually associated with infection, in- 
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Figure 1. Pronounced osteoarthritis of the cervical portion 
of the spine, but not the cause of the patient’s symptoms. 


jury, exposure, fatigue, or any combination of these 
factors. Localized fibrositis may also exist in asso- 
ciation with rheumatoid arthritis or osteoarthritis, 
but it is not to this type that subsequent discussion 
will refer. As a rule, localized fibrositis can, with 
reasonable care, be identified and_ successfully 
treated. Local joint motion may be extremely pain- 
ful due to involvement of the surrounding soft tis- 
sue, but the joints are not swollen, and x-ray and 
laboratory findings are usually normal. Localized 
fibrositis can best be discussed in relation to the 
sites of involvement. 


Fibrositis of the Neck 


Pain in the neck can arise from a variety of condi- 
tions, but in the majority of patients, the pain is due 
to one of the following factors: (1) fibrositis, 
(2) muscle tension state, or (3) osteoarthritis with 
degeneration of intervertebral discs, or disc injury, 
resulting in radiculitis with cervicobrachial (cervico- 
brachial syndrome) or spino-occipital distribution. 

Pain in the neck, usually worse on one side and 
often associated with headache and limitation of 
neck motion, may be due to fibrositis of neck struc- 


tures. The lymph nodes, particularly of the poste- 


rior chain are often enlarged and tender. The mus- 
cles of the neck girdle are tight and spastic. The ° 
neck pain, particularly when associated with head- 

ache, is often severe enough to be disabling. This 

condition is usually associated with foci of infection Y 
in the sinuses and nasopharynx, or with a recent 

upper respiratory infection. Such patients are ex- 

tremely sensitive to cold, drafts, exposure, and « 
fatigue. The treatment consists of avoiding the 

above factors and providing neck protection from 

temperature changes with suitable clothing during ‘ 
the day and night. Foci of infection should be 
sought for and removed, preferably during the ad- 
ministration of small doses of a suitable antibiotic. 
Aspirin, 0.65 Gm. every four hours while awake, 
will give more relief than most other drugs. If the 
condition is acute, relief can be afforded by a com- 
press made by winding around the neck a small wet 
towel covered by a large dry one and securely 
pinned on for the night. If the condition is chronic 
and of long standing, a course of heat therapy and 
vigorous massage may be required. Heat and mas- 
sage, however, should be undertaken cautiously in 
the presence of active infected foci. In the chronic 
state, procaine infiltration into tender, fibrous 
nodules along the muscle sheaths is often helpful. 

Muscle tension state should be thought of as 
probably the most frequent cause of neck pain. This ' 
occurs in tense and anxious individuals and is a 
localized form of tension pain similar to that to be 
described under generalized fibrositis. 

Probably the most common error in the recogni- 
tion of fibrositis, is in assuming that osteoarthritis of 
the cervical spine, diagnosed by x-ray, is the cause 
of the disability. Osteoarthritis, or disc injury, does 
produce neck pain. There is, however, some evi- 
dence of radiculitis or other neurologic findings in 
this condition. Properly applied head traction re- 
lieves the cervicobrachial syndrome and the radicu- 
litis, while it is worthless or harmful for fibrositis of 
the neck structures. Short wave and heat often ag- 
gravate a cervicobrachial syndrome, but are usually 
helpful to fibrositis. Osteoarthritis of the cervical 
spine is present in a high percentage of elderly indi- 
viduals, usually without symptoms. 

Figure 1 shows striking osteoarthritis of the 
cervical spine in a woman, age 51, who had severe 
neck pain and occipital headaches for three years. y 
She had been treated for osteoarthritis with head 
traction, procaine injections, and all the usual reme- 
dies, none of which relieved her. Complete re- 
lief from all symptoms followed the clearing-up of 
chronically infected adenoid tissue in the naso- 
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pharynx by means of radium application. Osteo- 
arthritis was present, but was not responsible for 
the symptoms. 

Figure 2 shows early osteoarthritis that definitely 
caused severe symptoms, producing a cervicobra- 
chial syndrome which was promptly relieved by 
head traction. Here the process was much less 
marked and yet was the cause of symptoms. 


Fibrositis of the Shoulder 


This disability, which includes subdeltoid bursi- 
tis, periarthritis, subacromial bursitis, supraspina- 
tus tendonitis, frozen shoulder, etc., is extremely 
common, accounting for approximately 90 per cent 
of all cases with pain and limitation of the shoulder. 
It is now generally believed that the process begins 
in the supraspinatus tendon, as a tendonitis, and 
progresses from there to the bursa. Certainly, how- 
ever, other fibrous structures and bursae about the 
shoulder may be involved. The onset may be acute 
or insidious. Pain may be excruciating, especially on 
abduction or rotation of the shoulder. Night pain is 
exaggerated and often prevents sleep. It is usually 


Figure 2. Early osteoarthritis of the cervical portion of the spine. 
Changes appear to be less extensive than those in Figure 1, 
yet the patient’s symptoms were not due to arthritis. 
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unilateral, though the other shoulder may be in- 
volved, often with less severity. There may be sec- 
ondary discomfort in the hands, but not to the 
degree nor with the general swelling and atrophy so 
commonly seen with the shoulder-hand syndrome, 
which is described later. 

This painful condition is almost always related to 
minor or major trauma, exposure, foci of infection, 
or any combination of these factors. The typical 
acute attack often follows physical activity to which 
one is not accustomed, and often in the presence of 
a mild respiratory infection or exposure. X-ray may 
or may not reveal calcium deposits in the bursa. 
The calcium is not responsible for symptoms. It 
must be clearly understood that all painful shoul- 
ders are not due to fibrositis of the shoulder struc- 
tures. Arthritis, shoulder-hand syndrome, cervico- 
brachial syndrome, etc., should be ruled out. 

Treatment of the acute attack consists of placing 
the offended arm at rest in a sling. Aspirin, 4 to 6 
Gm. daily; codeine sulfate, 30 mg. three or four 
times daily; and a night sedative may be required if 
the pain is severe. The pain and limitation of the 
shoulder may subside spontaneously in a few days. 
If marked improvement has not occurred in four or 
five days, x-ray therapy may be utilized. This is 
usually given with 50 r. at 30 centimeter distance, 
daily for four days, then twice the following week. 
If recovery is not complete and full painless motion 
restored to the shoulder within two weeks, shoulder 
motion must be regained by gentle stretching and 
proper exercises. This will require a wise and expe- 
rienced physiotherapist, but will result in a painless 
shoulder, and recovery in a very high percentage of 
cases. Individually prescribed exercises, such as 
wall creeping and swinging of the arms with a 
weight in the hand, are helpful if the condition is 
not acute. 

If progress is not satisfactory, cortisone (50 to 75 
mg. daily in divided doses) or ACTHAR Gel (15 
mg. intramuscularly, twice daily) for two or three 
weeks, to assist in the stretching of the shoulder, 
has been very helpful. Compound F (Hydrocortone) 
has been reported as effective when used by local 
injection into the shoulder bursa. This should be 
undertaken only by one experienced in intra- 
articular injections. This routine is not helpful in 
the late stages of frozen shoulder because of ad- 
hesions. 

Unfortunately, many of these patients are seen in 
the late chronic stage with a frozen, painful shoulder 
(Figure 3). Short-wave diathermy followed by gen- 
tle, but persistent and skillful assistive and stretch- 


ing exercises will usually, over a period of weeks or 
months, restore motion and secure relief of pain. In 
these very chronic cases, if progress is not being 
made, a trial of ACTH or cortisone is indicated to 
permit more effective physiotherapy. 

Occasionally, further progress is blocked by a 
strong adhesion, and then very gentle manipulation 
under anesthesia may be necessary to break the ad- 
hesion and ultimately restore normal motion. A 
single manipulation should be limited to securing 
additional motion of 15 to 25 degrees in a specific 
direction, and not done with the idea of “wringing” 
the shoulder completely free. Such severe manipu- 
lations usually result in a very acute reaction in the 
shoulder, and may result in a severe shoulder-hand 
syndrome because of trauma or subluxation. Post- 
manipulative care requires daily, careful passive 
maintenance of increased motion, and sufficient 
medication must be given to permit it. 

Procaine injections, bursa puncture, and wash- 
ings have only occasionally been helpful in our ex- 
perience. With patient and persistent conservative 
care, as described above, very few shoulders will 
require manipulation. Often all pain is not relieved 
until full shoulder motion is restored. 


Fibrositis of the Back 


A very high percentage of backache is caused by 
faulty posture, acute or chronic strain, and fatigue. 
Because symptoms are largely due to strain or in- 
jury of fibrous tissue, they are included under fibro- 
sitis. The most common location for symptoms is 
the lumbosacral area, and next in frequency is the 
area between the shoulder blades. No clinical pat- 
tern is typical or constant. The pain may vary from 
an occasional dull ache to discomfort so severe that 
hospitalization is necessary. It should be emphasized 
that backache, or attacks of lumbago and sciatica in 
young men suggest the possibility of an early rheu- 
matoid spondylitis. An x-ray of the sacroiliacs will 
usually make the diagnosis. The same symptoms in 
postmenopausal women, or elderly men, may sug- 
gest the pain of osteoporosis. 

Patients of any age with severe chronic backache 
or repeated acute attacks of back pain should be 
studied for protrusion of an intervertebral disc, con- 
genital abnormalities, facet syndrome, infections, 
tumors, and osteoarthritis. One should be wary of 
the diagnosis of osteoarthritis as a cause of symp- 
toms, as x-ray studies will demonstrate its presence 
in a high percentage of elderly individuals who have 
no symptoms whatever. It is probable that osteo- 


arthritis is much less frequently the cause of pain 
than is generally supposed. 

For the majority of patients whose discomfort is 
due to strain, faulty posture, and fatigue, a simple 
program of treatment is usually sufficient. The fol- 
lowing suggestions are offered: 

1. Provide a firm, nonsag bed with boards, if 
necessary, under the mattress. A good medium or 
hard sponge rubber mattress is often most com- 
fortable. 

2. Corrective exercises for the postural deform- 
ity. These will usually include such exercises as 
pelvic tilt; gluteal, abdominal, and quadriceps 
muscle-setting exercises ; with chest expansion, pro- 
per posture, and improved weight-bearing angle. 

3. Proper shoes, with a broad rubber heel and a 
straight last, preferably of the oxford type. 

4. Reduction in weight for the obese is essential. 
An abdominal supporting belt will frequently re- 
lieve much discomfort in the patient with a protrud- 
ing abdomen and a lumbar lordosis. 

5. When tender nodules can be felt along the 
muscle sheaths and the discomfort is sharply local- 
ized, procaine infiltration of the tender nodule may 
be helpful. 

6. If the condition is chronic and tender nodules 
are prominent in the symptomatology, heat and 
vigorous <aassage, though painful at the time, is 
often beneficial. 

7. Vitamin By in weekly doses of 100 to 150 
micrograms, given intramuscularly, is worth trying 
for three or four weeks, as it is frequently helpful. 

8. If, for any reason, postural correction and im- 
proved muscle tone cannot be developed, a corset, 
belt, or brace will often prevent strain and avoid 
acute recurrence. 


Herniated Fat Pads 


This condition is discussed under the heading of 
fibrositis largely because of historical interest. Pal- 
pable nodules, found frequently, and especially, in 
the lumbar and sacroiliac areas, have in the past 
been referred to as “‘fibrositic nodules.” Some of 
these are painful and others are not. Careful dissec- 
tion of these nodules has demonstrated that they 
are not fibrositic nodules, but distended lobules of 
fat which herniate through their fibrous covering 
and thus produce a palpable nodule. When these 
are painful, simple heat, massage, and procaine in- 
jection designed to rupture the fat lobule, will 
usually relieve pain. Only if pain is intractable 
should surgery be undertaken. 
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Figures courtesy of Year Book Publishers, 
inc.: Manual of Rheumatic Diseases, by W. 
Paul Holbrook, M.D., and Donald F. Hill, M.D. 


Figure 3. Neglected subdeltoid bursitis with completely “frozen shoulder.” 
Note muscle atrophy and rather normal x-ray appearance of the joint. 


Miscellaneous Local Fibrositis 


Almost any tendon, bursa or fibrous tissue, any- 
where in the body can be involved by injuries, 
strain or infection. Tennis elbow, housemaid’s knee, 
trigger finger, Dupuytren’s contracture, and coc- 
cydynia are a few illustrations. In general, when 
bursae are acutely painful, rest with maintenance of 
joint motion, avoidance of pressure or injury, and 
x-ray therapy if necessary will usually bring relief. 
In coccydynia the discomfort is usually due to in- 
volvement of the levator muscles, and vigorous 
finger massage of these muscles, through the rec- 
tum, often completely relieves this embarrassing 
condition. 

The diagnosis of generalized fibrositis has been 
utilized for individuals who complain of generalized 
aches, stiffness, and pain, but in whom the practi- 
tioner has failed to find any abnormalities in the 
physical examination and x-ray or laboratory studies. 
Often there is tenderness to pressure in many areas, 
but if biopsy is done, no characteristic pathology is 
present. The patients are described in the literature 
as being worse after prolonged rest, and in the pres- 
ence of cold and dampness. They are alleged to be 
better with exercise, and in warm, dry weather. It is 
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quite likely that as many physicians as patients 
adequately fit these vague diagnostic criteria. Some 


other diagnosis should certainly be sought in the 
majority of these patients. 

Except in the aged, it is quite probable that most 
patients with this diagnosis can much better be de- 
scribed as having an anxiety state in which the pain 
and symptoms represent a normal physiologic 
fatigue process from tension. The explanation of 
tension pain is easily understood by the patient. If 
his anxiety, often unconscious, results in constant 
muscle tension, the pain may be very real, for con- 
tinuous contraction of the same muscle group will 
produce pain in the normal person. One only needs 
to see these patients sitting in the consulting office, 
or lying on the examining table, with every muscle 
tense, to suspect anxiety and resultant tension pain. 
When one sees these patients in consultation, it is 
not uncommon to find them taking numerous oral 
medications and injections and several kinds of 
physiotherapy. They are often frightened of arthri- 
tis, despite the physician’s assurance, because they 
have as yet no good explanation for the discomfort 
and pain. 

Treatment is time-consuming, but rewarding. 
This patient must not be dismissed with the assur- 
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ance that he is all right because nothing can be 
found wrong with him. His emotional and tension 
problems are often obscure, and the time spent in lis- 
tening to the patient will often provide the clue to his 
anxiety. He must be given a careful explanation that 
will account for his pain, and assurance that he can 
do something about it. The majority of the patients 
in this group will gladly accept and understand an 
explanation of tension pain. With sympathetic en- 
couragement they will often pour out their anxieties 
and fears. This mental catharsis alone can be strik- 
ingly beneficial. The patient must be supplied with 
specific directions for helping him relax and exer- 
cise. Voluntary relaxing exercises are useful. Al- 
though many others may be devised, some examples 
are as follows: 

1. Take a deep breath, fully expanding the chest; 
hold the chest expanded until the count of five; 
then let the breath out and relax completely, making 
the entire body limp. 

2. While lying in bed stretch the right arm down; 
stretching, stretching to the count of one—two— 
three; then relax the arm completely and at the 
same time relax the entire body until it becomes 
perfectly free of tension. 

3. Exercise two can be repeated with each of the 
limbs and with the neck. Regular, active exercise is 
also essential. Muscle setting and bed exercises may 
also be given if general activity is not suitable or 
available. 

These patients, though lacking evidence of or- 
ganic disease, are just as ill and miserable as those 
with swollen joints. They deserve the most thought- 
ful consideration, wise periodic guidance, and an 
understanding of their problems. Such therapy, as 
described here, depending on an understanding of 
anxiety and tension pain, together with the most 
superficial psychiatric help and the teaching of 
simple, self-help measures, will restore most of 
these patients to useful lives. 


Other Forms of Soft Tissue Rheumatism 
A. Shoulder-Hand Syndrome. This is described 


here because of its close relation to other rheumatic 
disorders. It must be considered in the differential 
diagnosis of every patient having pain and limitation 
of the shoulder. This distressing illness is thought 
to begin with a reflex nerve disturbance, but it may 
end with a very painful frozen shoulder and hand. 
It may exist unilaterally or bilaterally. The onset 
occurs, most frequently, one to four weeks after 
myocardial infarction, pulmonary infarction, cervi- 


cal cord injury, cerebral vascular accident, or frac- 
ture and trauma. Occasionally it occurs without 
known preceding illness. The onset is usually grad- 
ual and progressive; there is pain and aching in the 
shoulder and hand. Shoulder limitation occurs 
rapidly. Swelling and limitation of motion develop 
in the hand and fingers. The swelling of the hand 
and fingers is, however, not confined to the joints. 
There are rapid muscle atrophy and marked demin- 
eralization of the bones. The pain may be severe and 
is present at rest, though it is made worse by motion. 

The diagnosis is most frequently confused with 
rheumatoid arthritis and subdeltoid bursitis. Swell- 
ing of hands suggests rheumatoid arthritis, but the 
swelling is not limited to the joints. X-ray does not 
reveal cartilage destruction, but only osteoporosis. 
Other joints are not involved and laboratory find- 
ings are usually normal. The degree of hand and 
finger involvement serves to differentiate from sub- 
deltoid bursitis. 

No single form of treatment has been uniformly 
successful, in our experience. Treatment, however, 
differs from that used for simple shoulder fibrositis 
in some respects. X-ray therapy and heat are not 
helpful and often increase symptoms. The pain is 
severe enough to require the same routine recom- 
mended for acute fibrositis of the shoulder. The 
maximum amount of rest must be secured in abduc- 
tion and elevation. Recovery of shoulder and hand 
motion should be secured by gentle stretching and 
assistive exercises. This routine will succeed in 
most cases, but usually over a period of several 
weeks or months. In mild cases, spontaneous recov- 
ery may occur. In severe ones, not responding to 
simple stretching exercises, stellate ganglion block 
occasionally gives quite dramatic relief. 

Our best over-all results in the severe cases, how- 
ever, have been in the group in which daily, careful 
stretching exercises were done while the patient 
was being treated with 50 to 100 mg. of cortisone in 
divided doses, or with ACTHAR Gel 30 mg. twice 
daily, intramuscularly. Usually two to four weeks of 
this routine will permit gradual withdrawal of medi- 
cation, and physiotherapy may be continued, if 
necessary, for a further period to complete recovery. 
All precautions in the use of ACTH and cortisone 
should be followed, even for this short period, as 
patients are usually in the age group which need to 
be watched most carefully. 

B. Psychogenic Rheumatism. This term is an un- 
fortunate one, because the condition referred to is a 
psychoneurosis and is not rheumatism at all. It ap- 
pears no more logical to diagnose psychogenic 
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rheumatism, when rheumatism is not present, than 
it would be to diagnose psychogenic cancer or psy- 
chogenic ulcer, when cancer or ulcer is not present. 
Many physicians have misunderstood this term and 
have diagnosed psychogenic rheumatism when wor- 
ry and anxiety were prominent in the development 
of a true rheumatism. The important things to re- 
member in recognizing psychogenic rheumatism, as 
it has been described in the literature, are as 
follows: 

1. There is no evidence of rheumatism by exam- 
ination. 

2. The complaints of the patient are usually pat- 
ternized, frequently vague, and often not following 
anatomic structures. Burning, tightness, weakness, 
and aching are common symptoms. Occasionally 
there are frank cases of conversion hysteria, with 
bizarre postures, bent backs, and limps; all without 
organic basis. 

3. Little effect is achieved on the complaints by 
changing the external environment; i.e., heat, cold, 
dampness, etc. The complaints tend always to be 
“bad and getting worse.” The patient’s attitude is 
usually one of defying the doctor to help him. 

4. Aspirin and drugs do not affect the complaints 
appreciably. 

5. Changes in the internal environment, with 
relation to happiness, emotions, personality, and 
frustration, are apt to be reflected favorably or 
unfavorably. 


6. There are nearly always other functional com- 
plaints present, and there is usually positive evi- 
dence for a psychoneurosis. 


7. These patients should be quickly identified 
and provided with competent psychiatric care. 

The major problem in differential diagnosis is to 
separate these individuals from the normal indi- 
viduals suffering from tension pain, as described 
under generalized fibrositis. This group of patients 
with psychogenic rheumatism do not respond to 
simple therapeutic procedures for tension pain. 

C. Nonsuppurative Panniculitis (Weber-Chris- 
tian’s Disease). This rather rare condition usually 
occurs in overweight young women. There is inter- 
mittent fever and crops of subcutaneous nodules, 
most common on the thighs and trunk. Generalized 
joint and muscle aches occur. Pathologic examina- 
tion of the nodules shows areas of fat liquefaction 
and atrophy. The nodules do not suppurate, but 
subside and usually, after regression, leave a small 
depressed area. No specific treatment is available. 

D. Epidemic Myositis (Pleurodynia, ‘‘Devil’s 
Grip”’). A number of epidemics of this condition 
have been reported. There is fever, prostration, and 
excruciating costal cage and pleural pain. Neck and 
shoulders are also sometimes involved. The inter- 
costal muscles are thought to be the primary site of 
the inflammation. Epidemics of stiff-neck have also 
been reported. These diseases are self-limited, and 
a virus is thought to be responsible. Treatment is 
symptomatic. 

E. Miscellaneous Conditions. Myositis ossificans, 
nocturnal muscle cramps, adiposis dolorosa (Der- 
cum’s disease), the various algias (myalgia), etc., 
are examples of other disorders to be considered as 
soft tissue rheumatism. 


Here’s A Helpful Hint... 


ECG SIGNS OF POTASSIUM DISTURBANCES 


PorassiuM intoxication is quite reliably represented by the electrocardiogram at blood levels 
above 7 mEq./L. and fairly so at 6.5 mEq./L., if a base-line electrocardiogram has been taken 
to determine increase in the height of the T waves. The electrocardiogram indicates potassium 
concentration and does not show total potassium content, which may actually be low. 
Potassium deficit with a blood level below 3 mEq./L. is accurately depicted by the electro- 
cardiogram in about 80 per cent of cases. Abnormalities include prolongation of the Q-T 
interval and depression of the S-T segment and T-wave variations including inversion, or 
diminished amplitude. Because other conditions may produce similar electrocardiographic 
changes, clinical data are of great importance in interpreting these electrocardiographic 
abnormalities (A. J. Merritt: Am. Heart J., 43:634, 1952). 
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Present Status of... 


Diabetes Mellitus and Pregnancy 


IN HIs recent review of diabetes mellitus and preg- 
nancy, Bachman has pointed out that this com- 
bination is now encountered frequently, because 
modern treatment of diabetic women has largely 
eradicated sterility caused by that disease. 

For some time before they are frankly diabetic, 
some women have a phase of “‘prediabetes” which 
may seriously influence their pregnancies. In 
such women, certain abnormalities are more com- 
mon than in the average—especially fetal over- 
development, fetal death, and neonatal death. 
An astute clinician may predict the development 
of diabetes in a woman who has delivered a suc- 
cession of large infants. These abnormalities of 
the prediabetic state can hardly be attributed to 
disturbances of glucose metabolism per se. Perhaps 
they result from an overproduction of the anterior 
pituitary diabetogenic-growth factor. 

Most diabetic women who become pregnant 
face little risk of death. When the disease has 
existed for a long time, the hazard of vascular 
accidents is significant. Some disruption of usual 
schedules of management of diabetes is to be ex- 
pected, but this has no serious consequences if 
patients are closely supervised. In addition, 
diabetes has other important effects upon the 
pregnancy itself. Thus the incidences of early 
abortion and of late toxemia of pregnancy are 
considerably higher than in nondiabetic women. 
Otherwise the chief adverse influences of diabetes 
are upon the fetus during the late months of 
gestation. Stillbirths and early neonatal deaths are 
more than five times the corresponding “‘standard”’ 
losses from these causes. Fetal gigantism and 
edema, congenital malformations, and occasional 
severe neonatal hypoglycemia may be feared. 

Two factors are thought to contribute to a high 
incidence of toxemia of pregnancy in diabetes. 
First is the predisposition afforded by the vascular 
complications of diabetes. Second is the influence 
of abnormalities of production of placental hor- 
mones. It has been suggested that an unknown 
factor overstimulates the placenta, ultimately caus- 
ing premature exhaustion or senescence of that 
organ. The resulting inadequacies of placental 
production of hormones (especially estrogen and 
pregnanediol) are blamed for toxemias of preg- 


nancy as well as for damage to the fetus or death. 

The management of pregnancy in a diabetic 
woman requires careful stabilization of her dia- 
betes. Lability of insulin requirements may neces- 
sitate occasional periods of hospitalization. Her 
diet is no different from usual except that total 
weight gain should be less than twenty-five pounds 
above the patient’s “ideal” weight. If she is al- 
ready obese, weight reduction is desirable. Insulin 
is used only to keep the diabetes under clinical 
control. Often it is impossible—even dangerous— 
to attempt to keep the urine free of sugar, because 
pregnancy lowers the renal threshold, and amounts 
of insulin necessary to prevent glycosuria are so 
large that they provoke hypoglycemia. Insulin 
requirements are especially likely to change dur- 
ing the last trimester; and as the time for delivery 
approaches, long-acting insulin should be re- 
placed with regular insulin because of uncer- 
tainties of feeding around the time of delivery. 

Because of the hormonal imbalance previously 
noted, some diabeticians routinely administer 
increasing doses of estrogen and progesterone. 
They believe that such treatment diminishes the 
chance of toxemia of pregnancy and increases 
well-being of the fetus. Bachman recommends 
reservation of final judgment until further 
evidence has accumulated. 

Time of delivery and mode of delivery are of 
the utmost importance. Large fetal size and a 
high incidence of late gestational complications 
are reasons for advocating premature delivery. 
In many places, pregnancy is terminated at the 
thirty-sixth week by Cesarean section. 

Although the infant usually is large and 
seemingly well developed, it should be cared for 
as though it were a premature infant. The upper 
respiratory passages should be cleared promptly, 
the stomach aspirated at birth, and the infant put 
in a constant temperature incubator under oxy- 
gen, and in a position favoring postural drainage. 
For the first day or two, feedings may be restricted 
to small amounts of concentrated glucose in 
water. Many infants are lethargic and difficult to 
feed during the first two or three weeks of life; 
afterward they do as well as children of non- 
diabetic mothers (Am. J. M. Sc., 223:681, 1952). 
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BY C.F. McDONALD, M.D., ANDL. J. VAN HECKE, M.D. 


St. Luke's Hospital, Milwaukee, Wisconsin 


Human placental serum can be easily collected and prepared for therapeutic use in the obstetric division of 

any hospital. The serum possibly contains substances having adrenocorticotropic activity. Certainly this is 
suggested by its therapeutic effects in certain disorders of hypersensitivity and poor response. The serum is given 
intramuscularly, and there have been no adverse side effects. 


Many years ago it was noted that midwives of foreign 
birth frequently and avidly sought the placentas of 
the neighborhood newborn. These women, perhaps 
with intuitive or legendary urges, used the pla- 
cental material as a “poultice” in skin diseases with 
avowedly good results. Also it was noted that when 
the vernix was left intact upon the skin of the new- 
born, there was less evidence of the skin irritation 
common to infants. 

While it is reasonable that these “skin rashes” 
were reduced by the simple mechanical protection 
afforded by sebum, nevertheless these observations 
added flame to the thinking that certain natural 
substances associated with childbirth, were being 
lost to mankind through a desire for cleanliness 
alone. 

In June, 1945, we used the supernatant serum of 
Wassermann-negative placental blood as a topical 
application in a case of psoriasis. The patient was 
being treated simultaneously with intramuscular 
injections of autogenous blood. Nevertheless, the 
results were so dramatic that speculation was ad- 
vanced about further research. After other experi- 
ences with topical application of vernix, and es- 


pecially topical application of placental serum, it 
was felt that enough placental material might be 
collected from the obstetric service at St. Luke’s to 
further a reasonably active survey. Collaboration 
with Dr. L. J. VanHecke, pathologist at the hospital, 
brought forth a method of pooling and keeping 
sterile serum for use in therapy. 


Collection of Serum 


In the regular obstetric “pack” a 50 ml. centri- 
fuge tube, stoppers, and a sterile glass funnel are 
autoclaved. 

At the proper time after delivery the umbilical 
cord is clamped with one instrument. Then the 
assistant grasps the cord about three inches proxi- 
mal to the clamp, using sterile gauze in his gloved 
hand. The cord is then cut with scissors about half- 
way between the clamp and the gloved hand. No 
antiseptic is used on the cord. A small amount of 
blood is allowed to run free, ‘‘washing” the exposed 
surfaces, and the rest is drained through the funnel 
into the centrifuge tube. (The funnel is placed into 
the centrifuge tube before delivery when the gloved 
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hands are sterile.) The stopper, used afterwards, is 
handled only at its largest diameter. The distal end 
of the cut cord is not allowed to touch the inside of 
the funnel. In this way about 50 to 100 cc. of pla- 
cental blood is collected from each case. 

This blood is then allowed to clot under refrigera- 
tion, and subsequently the supernatant serum is 
pooled from 10 to 15 cases. After centrifuging, the 
serum is aspirated with syringe and needle. Micro- 
flocculation test for syphilis is done on the serum. 
After pooling, the serum is recentrifuged and the 
clear serum is filtered through a Seitz No. 3 filter. 
Culture for sterility of each batch, both aerobically 
and anaerobically, is carried out. 

This procedure has been carried out with very 
little change since the first extractions, and with it 
contamination has been surprisingly low. 


Theoretical Considerations 


Originally we conjectured that the cells of the 
placenta apparently have the teleologic objective of 
striving toward normality in the creation of a new 
being, sometimes within the structure of a very ab- 
normal mother. If this were true, these cells might 
be expected to be a great source of creative, protec- 
tive, and corrective potential. 

As therapy advanced, we found that placental 
serum seemed to show promise in those disorders 
which we considered as diseases of maladjustment 
wherein the body exhibited hypersensitivity or poor 
protective response. Obviously, placental serum is 
no panacea, but our experience with its use is grati- 
fying. 

Whatever the teleologic entities may be in pla- 
cental serum, we have attempted, empirically, to 
give some foundation for the speculation that such 
entities are provided by the placenta. 

The Journal of the American Medical Association 
for April 5, 1952, contained an editorial on the 
adrenocorticotropic activity of placental extracts. 
There it was stated, “Studies with bovine placenta 
showed adrenocorticotropic activity to be present 
in the chorion and not in the decidua, lending sup- 
port to the idea that the placenta elaborated, and 
did not merely store, the active substances.” The 
observation of the authors referred to in this editori- 
al has possibly been corroborated by our own ob- 
servations in the clinical cases reported below. The 
similarity of the therapeutic effects of adreno- 
corticotropic substances and those evidenced by 
the use of placental serum is impressive. Also, it is 
probable that other therapeutic materials than 


adrenocorticotropins are likely to be discovered in 
placental serum as time goes on. 


Results of Treatment 


The use of placental serum in the therapy of a 
variety of cases which we originally considered as 
disorders to which the body showed maladjustment, 
produced some interesting and encouraging results. 
These cases were not studied with control expedi- 
ents such as the use of alternate placebo. They were 
developed by careful patient control with subjective 
and objective clinical observations. 

It is realized that in most of the types of diseases 
cited in this report, spontaneous remissions often 
occur. However, it would be illogical to assume that 
spontaneous remissions accounted for all the im- 
mediate results, even in the most aggravated cases, 
concomitantly with the use of placental serum. It 
is also realized that empirical treatment sometimes 
helps in diseases of hypersensitivity. However, in 
the cases in which other therapy had been used, no 
benefit was noted until placental serum was given. 
The possibility of psychologic influence was recog- 
nized, and every possible effort was made to mini- 
mize it. 

The use of placental serum has caused no ad- 
verse side effects. Larger doses seem, in general, to 
have been more effective, and while some has been 
used intravenously, that method seems to have no 
great advantage over intramuscular injection. The 
average therapeutic dose has been 10 to 20 cc. two 
or three times a week. Maintenance doses have 
usually been smaller and less frequent. 

As was expected, in cases of malignant neoplasms, 
there was no detectable beneficial result beyond a 
very temporary feeling of well-being. 

In a case of malignant hypertension, no benefit 
was noted. In two cases of benign hypertension, one 
responded enough to encourage further study. 

In the group of skin diseases, certain generalities 
may be noted. Cases of seborrheic dermatitis, 
eczematoid dermatitis, and lichen planus showed 
excellent results, some of them dramatic. Atopic 
eczema in adults cleared, with only thickening of 
the skin remaining, while in infants the eczema 
cleared only partially. This difference in results— 
good in adults and poor in infants—may be partially 
explained by a difference in reactivity of the adrenal 
cortex in early life. It has been shown that there is 
rapid involution of the adrenal cortex in the first 
few weeks of life. Although hypoadrenalism of the 
newborn infant cannot be proved, the pathways 
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that allow full response to stress may be un- 
developed. 

Psoriasis showed favorable response. Acne rosacea 
did not respond too well, and no effects were noted 
in neurodermatitis, but these cases were chronic 
and secondarily infected. 

Four cases of respiratory allergies were observed 
but hardly long enough to be conclusive. However, 
the results so far have been hopeful. 

Several chronic inflammatory disorders, non- 
specific epididymo-orchitis and prostatitis with low 
back pain, were given dramatic relief. One case of 
postmeasles cervical adenitis of two months’ dura- 
tion responded very well within one week. 

Two cases of mastalgia responded immediately 
with complete relief. 

A patient having chronic colitis of two years’ 
duration was able to return to work with lessening 
of the symptoms. 

Several neurologic cases were observed. Those 
associated with acute inflammation, such as post- 
influenzal neuritis, herpes zoster, and acute polio- 
myelitis, responded very well. The two polio cases 


had both bulbar and spinal involvement, and they 


1. COMPLETE REMISSION WITH DRAMATIC RESULTS: 


disease no. of cases 
Seborrheic dermatitis . . ee 2 
Eczematoid dermotitis .... eee 2 
Nonspecific epididymo-orchitis . ...... 1 
Chronic prostatitis with low back pain... . . 1 
Postinfluenzal neuritis . . . 2 
Nonspecific ingitis with tentative diagnosis of 

Myositis right side of neck assoc. with premenstrual 

tension (5 mo. duration). . ..... 1 
Postinfluenzal psychoneurosis . . . . . 1 
Tendonitis, tenosynovitis, and bursitis. . . . . 8 
Postmeasles cervical adenitis . . . . . 1 
Acute bulbo-spinal poliomyelitis ....... 2 
Lipoid nephrosis (severe for 6 years) ..... 1 


ll. COMPLETE REMISSION AFTER LONGER MEDICATION WITH 
MAINTENANCE DOSES (NO ACUTE RECURRENCES DURING 
TREATMENT): 


disease no. of cases 
Atopic eczema (in adults) 2 


ill. ENCOURAGING RESULTS (ABOUT 75% REMISSION) ON 
MAINTENANCE DOSES: 


disease 
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had relief from pain and spasm in three and five 
days respectively. Both escaped bulbar residua, and 
one escaped spinal residua. Since it is generally 
believed that pregnant women are apparently more 
susceptible to polio, placental serum was used in 
these cases on the assumption that some protective 
placental substance may be present in the serum, 
created in favor of the recipient and at the expense 
of the mother. 

Migraine responded temporarily after each injec- 
tion. The same was true in a case of Parkinsonism, 
and this patient and one with possible multiple 
sclerosis are showing progressive improvement 
under treatment. 

Four psychoneurotics were treated. They ap- 
peared more alert and happier the day after each 
injection. None was treated long enough to permit 
any conclusions. 

As in the skin and neurologic cases, so in the 
rheumatic disorders, it was found that the more 
favorable responses to placental serum therapy were 
found in those patients who showed the more acute 
inflammations. The deformed, chronic, severe cases 
responded some, but poorly. In the more acute types 


Parkinsonism 
Rheumatic disease with osteoarthritis. . ... . 
Rheumatoid arthritis (25% to 75% remission) . . 
Hay fever 


IV. ENCOURAGING BUT EQUIVOCAL RESULTS (25% TO 75% 
REMISSION): 
disease no. of cases 

Atopic eczema (early babyhood) . ...... 3 
Depressive psychosis . . ee eee 
Colitis following surgery for rectal polyposis . . 
Dysmenorrhea assoc. with pelvic pathology... . 
Essential hypertension. . . ee ee 
A case “in extremis” with diabetes, obesity, cardiac 
decompensation, and pul. infarct . .... 1 


We 


V. CASES WITH NO APPARENT RESPONSE BEYOND A TEMPOR- 
ARY FEELING OF WELL-BEING: 


disease no. of cases 
Giant follicular lymphoblastoma  ...... 1 


. 
. 
1 
1 
7 
9 
2 
1 
no. of cases 
Chronic prostatitis with low back pain . ... . 1 
63 


associated with pain and spasm, there was almost 
universally a favorable response, varying from good 
to excellent. The most unusual and dramatic results 
of all were found with placental serum therapy for 
bursitis or tenosynovitis. 

It should be expected that if placental serum con- 
tains an endocrine regulatory mechanism, then fe- 
male pelvic disease should be influenced by its use 
in treatment. 

In the few cases treated, all that can be said is 


that there was symptomatic relief and an improved 
regulation of the menstrual cycle. 

Finally, a case of lipoid nephrosis, with severe 
anasarca, showed a truly dramatic improvement. 
Certainly this type of case requires further study, 
but this one case gave such outstanding results as 
to require reporting it. 

We wish to acknowledge the co-operation given by Mr. Silas 


Farmer, R.T., and by the Obstetric and Laboratory departments 
of St. Luke’s Hospital. 


Present Status of... 


Surgery in the Aged 


As A result of personal experience with thirty- 
nine major operations in thirty-six patients 70 
years of age or older, Ryan was convinced that 
meticulous attention to details was important 
in diminishing the hazard of surgery. Seven of 
his patients died postoperatively: four from 
vascular complications, two from inevitable 
progression of malignant neoplasms, and only 
one from infection. 

He encountered the usual difficulties of 
diagnosis that plague the surgeon dealing with 
older people—unreliability of history, differ- 
ence of response to illness, and frequent coex- 
istence of other unrelated disorders. He felt 
that ~ patient’s family physician was best able 
to judge physiologic age, or the need for 
special preoperative preparation such as rapid 
digitalization for cardiac insufficiency. 

In operating, Ryan adhered to a policy of 
using the simplest effective procedure. He 
tried to provide adequate psychologic prepara- 
tion by dealing with such factors as morbid 
fear of ath, mistaken ideas about surgical 
mortality, and extraordinary financial worry. 
He acknowledged the prime importance of 
restoration of fluid balance but guarded against 
overtreatment by administering 25 to 40 per 
cent less than the amount of electrolyte fluids 
calculated as desirable for an average adult. 
He sought to reduce the incidence of post- 
operative parotitis and pulmonary complica- 
tions by adequate dental prophylaxis in 
elective cases. He warned against administra- 
tion of “usual” dosesof morphine or meperidine 
because of the greater tendency in old people 


for these drugs to provoke profound depression 
of blood pressure or deep sleep. 

The use of regional block anesthesia, when- 
ever possible, was advocated. For general 
anesthesia, a mixture of nitrous oxide, ether, 
and cyclopropane was favored, because the 
addition of cyclopropane permitted higher 
concentrations of oxygen. Irregularities of 
cardiac rhythm occurring during anesthesia, 
were managed by shutting off cyclopropane 
and giving procaine amide intravenously. Dur- 
ing surgery, the influence of the patient’s posi- 
tion on vital capacity was constantly kept in 
mind. A soft foam rubber cushion was placed 
beneath the knees to prevent hyperextension 
of the legs. 

During the postoperative period, three fac- 
tors were emphasized in the patient’s care: 
(1) prophylaxis of atelectasis by careful toilet 
of the pharynx and early use of catheter suc- 
tion or bronchoscopic drainage when indi- 
cated; (2) adequate but not excessive liquid 
intake, with chlorides restricted; and (3) early 
ambulation (walking about, not sitting) for its 
good general effect. With regard to the influ- 
ence of early ambulation, Ryan believed that it 
helped to prevent postoperative psychotic 
states—an indication seldom mentioned when 
the benefits are enumerated. He did not favor 
routine use of antibiotics, and expressed the 
opinion that indiscriminate use of penicillin 
before and after surgery may be detrimental 
because of its effect in increasing the clotting 
time of the blood (Ann. Int. Med., 36:1437, 
1952). 
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Pike 


BY THOMAS E. DOUGLAS, JR., 
Seattle, Washington 


Alcohol injections of sensory nerves are a good method for relief of severe pain secondary to neoplasms of 
the head and neck. This method is preferable to nerve cutting and should be used early enough to prevent 
drug addiction. Opiates can then be reserved for the final days of the patient’s life. 


Much of the fear of cancer stems from thoughts of 
uncontrolled suffering. Give a patient pain-relief 
and assurance that he will remain relatively com- 
fortable, and you give him peace of mind. It is diffi- 
cult or at times impossible to accomplish this result 
with malignant growths involving some portions of 
the body. Fortunately, this is not the case for most 
tumors involving the head and neck. 

The location, extent, and nature of a tumor de- 
termine the clinical course. Pain produces dis- 
turbance of function and a splinting of the involved 
area. Thus, a patient with an intraoral neoplasm will 
eat very little. Mastication will become impossible ; 
and liquids distasteful. When the caloric intake is 
low, the patient’s downhill course is rapid. Hunger 
and malnutrition further aggravate his weakness 
and lower his threshold for pain. 

Various methods are available for control of a 
patient’s pain. In the first place, he should be told 
he has a malignant tumor that can be treated. He 
should never be told that nothing can be done for 
him. Following surgery or x-ray therapy he should 
be closely followed to disclose any recurrence at the 
earliest date, and to handle subjective symptoms. 


A healthy mental attitude raises the threshold for 
pain. This psychologic factor is often overlooked. 

When plagued by headache, we have all exper- 
ienced the discomforts and annoyances of music, 
extraneous noises, and slight jarrings which ordin- 
arily would have been favorably received. The 
knowledge of a long-continued and progressively 
malignant process is an even more powerful stimulus 
to aggravate and exaggerate the body’s aches and 
pains. 

The assurance to a patient that something can be 
done for him should be followed by action. Salicyl- 
ates and opiates are well-known adjuncts in reliev- 
ing pain by raising the body’s threshold for its 
perception. Blockage of nerve pathways is a rela- 
tively simple procedure in head and neck lesions. 
Surgical severance is more formative and to be con- 
sidered. 


Alcohol Injections 


The bony foramina and the other landmarks of 
the skull, face, and neck afford easy guides for in- 
jection of an anesthetic solution into a specific 
nerve or its proximity for relief of pain. Knowledge 
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of three or four nerve pathways gives an opportun- 
ity for control of the most frequent sites. 

An alcohol injection is followed by a disagreeable, 
burning sensation lasting three to five days. To 
counteract the patient’s reaction to this temporary 
discomfort, it is wise to inject first the nerve or 
ganglion with 1 per cent procaine solution. The im- 
mediate and dramatic relief which ensues compels 
him to ask for another injection. He can then be told 
a slower acting, but lasting material can be used. 
The patient is then willing to accept the few days’ 
discomfort. And so, a few days after the procaine 
injection, an alcohol injection is performed. The 
lapse of time between the two injections further in- 
creases the patient’s desire to receive the injection 
of alcohol, as the return of pain emphasizes the need 
for relief. 

The alcohol solution should vary with the loca- 
tion. Most areas can be injected with a 5 per cent 
phenol solution in 95 per cent alcohol. However, 
phenol should not be employed in cases in which 
the injection is adjacent to a large vessel, as the 
phenol may produce a slough into the vessel, with 
ensuing hemorrhage. Two or three drops of pro- 
caine can be added to either solution. A greater con- 
centration of procaine is contraindicated, as it 
dilutes the alcohol and lessens its effectiveness. 

These procedures should be used before the pa- 
tient has suffered very long. Each day of suffering 
aggravates his weakness because of general body 
inactivity, mental depression, and inanition. Re- 
liance upon the opiates early in the course of pain 
results in addiction. Addiction and tolerance make 
the therapy of the terminal patient much more difh- 
cult. And so, active steps should be taken to prevent 
its occurrence. If the nerve block or severance is not 
performed except as a “‘last resort,” the patient will 
often continue to have pain due to associations of 
pain-act habits. 


Figures 1a (left) and b (below). Sphenopalatine ganglion. 


This is not surprising when we consider our own 
lives. How many of us have had a sprained back or 
ankle which limited our motions because of pain? 
How many times, following healing of the sprain, 
have we involuntarily limited our range of motion 
merely because of the previously associated pain— 
which ceased to exist with healing of the injury? 
How many times have each of us involuntarily 
limped over an irregularity in the beach sands while 
bathing barefoot—although no pain was encounter- 
ed? How many times have facial grimaces and vocal 
outbursts occurred with such nonpainful move- 
ments ? 

And so, an alcohol injection should be made ear- 
ly. The patient should receive it when his pain is 
bad enough that he will not complain about the 
minimal discomfort of the resultant anesthesia. 

Nerve blocking should always be selective. As the 
lesion spreads to surrounding areas, more nerves 
are injected. The patient is able to maintain sensory 
functions as long as possible by this method, and he 
will be least bothered by superfluous areas of 
paresthesia or anesthesia. 

Nerve blocks are also helpful for those who are to 
receive a course of roentgen therapy. Although 
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the injections are usually reserved for incurable and 
terminal cases, it is often desirable to inject the 
nerve supplying a painful area in other cases. For 
example, an intraoral neoplasm can be treated more 
adequately if the patient is relieved of his pain so he 
can fully open his mouth to admit an x-ray cone. If 
the x-ray therapy eliminates the neoplasm, the pa- 
tient will be left with an area of anesthesia lasting a 
year to eighteen months. The undesirability of the 
numb area is more than counterbalanced by his abil- 
ity to maintain a sufficient caloric intake while the 
painfully ulcerated, malignant area is healing. 

Access to a particular nerve is usually possible by 
several injection routes. This lessens the necessity 
for traversing the tumor mass with a needle. How- 
ever, the dramatic relief following an injection more 
than counterbalances the possibility of dissemina- 
tion of the neoplasm by the needle point. Spread of 
the growth by this method has no significance in a 
terminal case. It may have some significance for 
those receiving an injection prior to x-ray therapy. 
However, the x-rays will affect the tumor tissue 
which has been disseminated by the needle as they 
act upon the main growth; the lesion being at close 
proximity to the nerve if it must be traversed to 
reach the nerve. 


Techniques for Injections 
Sphenopalatine Ganglion Block (Figures la and b). 


Interference of the sensory pathways of the spheno- 
palatine ganglion are extremely useful in alleviating 
pain of the soft palate, upper tonsillar fossa, and 
nasopharyngeal areas. The earache which so often 
accompanies a nasopharyngeal neoplasm is usually 
relieved by this injection. One to two cubic centi- 
meters of the 1 per cent procaine or the 95 per cent 
ethyl alcohol solution can be injected near this 
ganglion by any of three routes. 

Route 1 (as labeled on the photograph) employs 
the posterior palatine foramen and the pterygopala- 
tine canal. The posterior palatine foramen is easily 
located at the midpoint between the lateral alveolar 
wall and the midline of the palate and one to two 
millimeters anterior to the junction of the hard and 
soft palate. An angulated sphenopalatine needle 
traverses the foramen and canal respectively until 
excruciating pain is caused. The injection is then 
made. 

Route 2 (see description below for injection 
technique of the maxillary nerve as it is identical). 

Route 3 is an intranasal approach. After cocainiz- 
ing the area posterior to the middle turbinate, a 


Figures 2a and b. Inferior alveolar nerve and lingual nerve block. 
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needle is directed laterally, superiorly, and poster- 
iorly just posterior to the middle turbinate, until it 
passes through the bony wall at this point to enter 
the sphenomaxillary fossa. The injection then fol- 
lows. Use of this route is more likely to be followed 
by hemorrhage, which is more annoying than se- 
rious. Therefore, it is seldom employed; the pala- 
tine and zygomatic routes receiving preference in 
that order. 

Inferior Alveolar Nerve and Lingual Nerve Block 
(Figures 2a and b). Painful areas of the alveolar 
ridge, floor of the mouth, side of the tongue, and 
anterior two-thirds of the tongue and gum may be 
rendered insensitive by injection of one to two cubic 
centimeters of ether procaine or alcohol. 

Route 1 is an intraoral approach. The needle pen- 
etrates the mucous membrane overlying the retro- 
molar trigone near the oblique line of the ramus of 
the mandible. This area is easily found by index 
finger palpation and insertion of the needle just 
medial to the finger. After the point of the needle 
has passed through the mucous membrane of this 
area, the adaptor end of the needle is moved across 
the midline of the mouth to the opposite canine. 
This enables the needle to be advanced the neces- 
sary one and one-half centimeters in a direction 
parallel to the obliquity of the ramus. 

Route 2, the extraoral or inferior route, may be 
employed if the intraoral route is obscured by neo- 
plasm. The needle is advanced half the distance from 
the angle of the mandible to the coronoid process in 
a direction parallel to the ramus. This route is less 
likely to produce the pain encountered when the 
needle reaches the inferior aiveolar or lingual 
nerve; thus, the injection following this path is 


Figures 3a and b. Composite injection sites. 


more empirical and apt to be somewhat less efficient. 

Glossopharyngeal Nerve. The proximity of the 
glossopharyngeal nerve to the great vessels of the 
head and neck and to the vagus and hypoglossal 
nerves makes injection difficult and hazardous. 
However, its branches can be effectively blocked. 
Multiple, small, fractionated injections are made 
around the uppermost portions of the neoplasm. 
These injections, each consisting of approximately 
half a cubic centimeter of procaine or alcohol, are 
made at a distance of one centimeter from the cir- 
cumference of the lesion. 

Combinations of the above injections are employed 
for cases in which the lesion overlaps the boundaries 
of the nerve pathways. Injection of these three 
groups can control most of the pain produced by 
neoplasms of the head and neck. Rarely, one may 
resort to the following injections. 

Composite Injection Sites (Figures 3a and b). The 
mandibular nerve may be injected by Route 1 to af- 
fect the sensory supply to the temporal region, tem- 
poromandibular joint, auricle of the ear, external 
auditory canal, lower lip and lower portion of the 
face, and the areas mentioned under lingual and in- 
ferior alveolar nerve injection. The needle is passed 
from a point corresponding to the inferior edge of 
the zygomatic arch at its midpoint in a direction 
medialward until it impinges on a bony shelf which 
is the pterygoid process. It is then withdrawn and 
reinserted in a direction slightly posterior to the 
first advancement until its point is one centimeter 
deeper than on the first attempt. If paresthesias are 
not provoked, the needle may be reinserted in 
slightly varying directions. Two cubic centimeters 
of solution are used to produce the desired results. 
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Route 2: the maxillary nerve is reached by pro- 
ceeding in a manner similar to Route 1. After the 
pterygoid process has been reached, the needle is 
withdrawn and reinserted in a direction slightly an- 
terior and superior to the former direction. It is ad- 
vanced one centimeter beyond the depth reached by 
the first insertion, and two cubic centimeters of 
solution are injected into the sphenomaxillary fossa. 

The maxillary nerve and sphenopalatine ganglion 
can be injected by Route 3, using one to two cubic 
centimeters of procaine or alcohol. The needle is 
inserted at the angle formed by the anterior border 
of the ramus of the mandible (coronoid process) 
with the zygomatic arch in a direction that is slight- 
ly superior. After making contact with the tuberos- 
ity of the maxilla, the needle is withdrawn and rein- 
serted in a direction which is slightly posterior to 
the former. When it has traveled two to three milli- 
meters deeper than at its contact with the tuberosity 
of the maxilla, the posterior superior alveolar nerve 
can be injected to produce anesthesia of the superior 
alveolar ridge and adjacent gums. Continuation of 
the needle into the sphenomaxillary fossa (a total 
depth of 5 to 6 cm.) will result in approximation of 
the maxillary nerve and sphenopalatine ganglion. 

Route 4: the mandibular nerve can be injected by 
this oral route, as can the Gasserian ganglion. Ad- 
vancement of the needle four to five centimeters in a 
direction that bisects the midpoint of the zygo- 
matic arch in one plane and the lateral canthus of 
the eye in the other plane will result in impingement 
upon the infratemporal fossa. The needle is then 
withdrawn and reinserted in directions which vary 
slightly from the original until paresthesias of the 
mandibular nerve occur. Injection then takes place. 
If the Gasserian ganglion is to be injected, identical 
insertions are made until the needle point no longer 
impinges upon the infratemporal plane but passes 
through the foramen ovale, half to one and one- 
half centimeters. Aspiration should be employed— 
as is the rule preceding any injection—to eliminate 
the possibility of injection into the middle menin- 
geal artery or into the cerebrospinal fluid. The in- 
jection of one to one and one-half cubic centimeters 
should then be made very slowly and with little 
pressure on the syringe. 

The tuberosity of the maxilla can be located by 
using a curved sphenopalatine needle. The curva- 
ture of the needle permits injection of the posterior 
superior alveolar nerve by the oral route. A con- 
tinuation of the insertion of the needle will bring 
it close to the sphenopalatine ganglion and max- 
illary nerve for their injection, if desired. 
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The maxillary nerve and Gasserian ganglion can 
be reached by the lateral orbital route as shown by 
Route 5. The needle follows the floor of the bony 
orbit and passes through the inferior orbital fissure 
and then the foramen rotundum in a direction that 
is medial and slightly superior, for a distance of five 
centimeters. Occasionally injections into the sphen- 
omaxillary fossa result in transient diplopia. If this 
results from an alcohol injection producing paresis 
of the ocular muscles, the inconvenience of the di- 
plopia can be counteracted by wearing a frosted lens 
over the affected eye until function returns. 


Other Methods 


The neurosurgeon plays an important part in 
ridding these patients of pain. He is able to sever the 
sensory nerve pathways to the head, intracranially ; 
and to the neck, paravertebrally. Fortunately, such 
severance does not imply the sequellae of a cordot- 
omy. It does mean that the trunk and all of the peri- 
pheral branches will have to be cut. The neuro- 
surgical approach does not allow for selectivity of 
sensory interruption as is possible with nerve in- 
jections. It is indicated for those cases which are ex- 
pected to follow a long course. The severance 
should not be delayed until the patient is almost 
moribund but should be used as soon as pain be- 
comes constant and severe enough to make relief 
welcome. The morbidity and mortality are higher 
with surgical treatment than with the injection 
method. 

Selection of a method for relieving pain should 
be based on the findings in each case. If the patient’s 
course is rapidly downhill, if he is already in poor 
general health, and if it seems that nerve injections 
will be sufficient to provide relief from intractable 
pain—then they should be employed. However, if it 
is felt that the patient has many months ahead of 
him, if he is in good physical shape, and if the 
growth is located so as to make nerve injections dif- 
ficult or ineffectual—then neurosurgical severance 
should be performed. 

Salicylates, barbiturates, and opiates are im- 
portant aids in the terminal case. As a patient’s con- 
dition deteriorates, he will require increasing 
amounts of salicylates for relief of pain. When pain 
becomes more severe, the action of the salicylates 
can be enhanced by adding codeine. Morphine, 
Demerol, and Dilaudid may later be used in rota- 
tion. The barbiturates provide welcome sleep dur- 
ing the final, agonizing hours of life. Phenobarbital 
may be given three or four times daily to produce 
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drowsiness. Large amounts of the opiates and bar- 
biturates should be given without hesitation; ad- 
diction has no significance to the terminal patient. 
The patient should receive enough of the drugs to 
make him as comfortable as possible without en- 
dangering his life by overdosage. 

X-ray treatment can also be employed for relief 
of pain. The involved area is made less painful by 
controlling infection and slowing tumor growth. 

Sloughing, necrotic areas may be débrided (in 
some cases) to lessen infection and odor. Excision of 


Here’s a Helpful Hint. . . 


patient. 


a necrotic area may be indicated, for example, when 
necrosis of the mandible follows x-ray therapy. Re- 
moval of the necrotic, infected area will reduce the 
pain and stench, and the patient’s mental attitude 
will improve accordingly. Function will also im- 
prove if the area can be covered with mucosa or skin. 

Various alcoholic beverages are useful adjuncts if 
the pain of an upper digestive lesion does not pro- 
hibit their use. A cocktail before meals or shortly 
before bed sometimes improves appetite, lessens 
anxiety, and provides a more restful sleep. 


Jor Lumbar Puncture 


Tue accompanying picture shows an effective method for holding a patient who is to have a 
lumbar puncture. It has these advantages: (1) The assistant is comfortable. (2) He uses his 
muscles to better mechanical advantage. (3) The patient’s spine can be more fully flexed. 
(4) The patient can be immobilized more effectively—a real advantage with an unco-operative 
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Why People Faint 


BY JAMES V. WARREN, M.D. 
Duke University School of Medicine, Durham, North Carolina 


In most instances, syncope results from transient inadequacy of blood supply to the brain. This may be due to 


cessation of cardiac activity (heart block, reflex cardiac standstill, carotid sinus syncope) or fall in blood 
pressure (common faint, postural hypotension, carotid sinus syncope). Fainting also occurs in the absence of 


obvious circulatory changes (hysteria, hyperventilation, certain types of heart disease, brain disease). The cause 


for fainting can usually be ascertained by careful history and good physical examination. Treatment is 


directed to the underlying cause. 


THE common everyday faint is a happening fre- 
quently observed by the medical profession and the 
public alike. There are few other situations in which 
the distinguishing features between life and death 
are drawn so thinly, yet because of the recognized 
frequency of recovery it is usually regarded lightly 
by the physician. The patient, on the other hand, 
may be extremely alarmed by the event, and an 
unsatisfactory explanation by the physician may 
contribute to the development of considerable 
anxiety. 

Although there are at this time many un- 
answered questions regarding the causes and me- 
chanisms involved, sufficient data are available to 
provide the clinician with a working knowledge of 
the common types of fainting. 

Medically, the term, syncope, has received wide- 
spread use to describe the fainting episode. Its 
basic meaning is to “cut short” or “a cutting up” 
(grammatically related to such words as syncopa- 
tion), and is well chosen in that the syncopal 
episode is in reality a cutting short or cutting up of 
consciousness. Frequently there is not a complete 


loss of consciousness, but a milder and less severe 
disorder takes place with only clouding of con- 
sciousness. The basic nature of the difficulty ap- 
pears to be the same however. In most instances the 
loss of consciousness appears to be due to an episode 
of circulatory inadequacy to the brain, but in others 
this does not occur. A classification on the basis of 
mechanisms although perhaps ideal, is not feasible 
at the present time. One must therefore fall back 
on purely descriptive terms, and for the purposes 
of the present discussion, division will be made 
along the lines of blood pressure and pulse rate 
alterations. 

The first group of patients to be considered has 
evidence indicating total circulatory standstill with 
a cessation of cardiac activity and associated fall in 
blood pressure. 

The second group comprises those patients with 
evidence of a fall in blood pressure but without 
cardiac standstill. 

The third and final group consists of those pa- 
tients in whom there is neither fall in blood pres- 
sure nor significant alteration in heart rate. 
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Fainting with Cardiac Standstill 


Adams-Stohes Attacks. A person, subject to this 
type of fainting, may be about his usual activities 
when suddenly consciousness is lost with no more 
ado than turning off an electric light switch. After a 
few seconds, consciousness will be regained. If ob- 
served during the unconscious period, his pulse 
will be imperceptible, and there will be no evidence 
of cardiac activity. In contrast to many other types 
of fainting, there is usually no sweating, salivation, 
or nausea. On termination of the unconscious period, 
there is little difference in the state of well-being 
from that before the episode. 

This is in striking contrast to the common type 
of faint in which the individual is frequently giddy 
and does not feel well for several hours thereafter. 
Occasionally, the patient does not regain cir- 
culatory function, so the event is then classified as 
an instance of sudden death rather than of fainting. 
Most of the people with this type of fainting have 
pre-existent cardiovascular disease, and the cessa- 
tion of cardiac activity that sets off the episode of 
fainting is commonly referred to as an Adams- 
Stokes attack. These persons frequently have a slow 
heart rate, with the cardiac standstill representing 
a period of indecision or change from one rhythm 
to another. Such a patient may for some period of 
time have altering types of cardiac activity with 
associated fainting attacks; then with the onset of a 
stabilized rhythm, such as complete heart block, 
the fainting attacks will disappear. These patients 
actually constitute only a relatively small minority 
of people who faint. They can best be recognized 
by the evidence of basic heart disease, the usually 
associated arrhythmia, the lack of other symptoms 
at the time of fainting, and the tendency to recur- 
rence of their attacks. In contrast to most other 
forms of syncope, there are occasional instances of 
permanent cardiac standstill and sudden death. 

Reflex Cardiac Standstill. On rare occasion pa- 
tients without evidence of heart disease may have 
an almost identical recurrent type of fainting. If 
studied carefully it can be demonstrated that these 
persons, too, have cardiac standstill as the immedi- 
ate precipitating factor. Here, on the contrary, it 
is not of cardiac origin but is due to reflex activity. 
For instance, patients have been reported in which 
this type of reflex cardiac standstill was initiated by 
the filling of an esophageal diverticulum. The 
diverticulum distended with food when the patient 
ate, and the stimulated nerve endings set in motion 
the noxious reflex. The role played by distention 
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was demonstrated by the inflation of a small rubber 
balloon in the diverticulum. Furthermore the faint- 
ing attacks disappeared following surgical correction 
of the esophageal defect. Fainting of this type is 
indeed uncommon, but awareness of this reflex 
mechanism as a cause of cardiac standstill should 
arouse the physician’s suspicions in patients with 
repeated attacks of fainting. A similar type of reflex 
cardiac standstill may be the cause of the syncopal 
episodes that occasionally occur during thoracen- 
teses. 

Carotid Sinus Syncope. The carotid sinus mechan- 
ism has been implicated as a cause of fainting in 
certain people. Despite the widespread recognition 
of this factor, it actually is a most infrequent cause 
of fainting. Three types of carotid sinus sensitivity 
have been described, one with complete cardiac 
standstill, a second with depressor activity on the 
blood pressure without affecting heart rate, and a 
third so-called central type of fainting in which there 
is neither change in blood pressure nor pulse rate. 
Persons with an abnormally sensitive carotid sinus 
may faint when something, such as a tight collar 
or turning the head, suddenly stimulates the sinus 
area. As in Adams-Stokes attacks, the loss of con- 
sciousness is not accompanied by the other symp- 
toms of the common faint. In searching for this 
cause of fainting, it must be remembered that al- 
though massage of the carotid sinus area is useful 
in an attempt to reproduce the attack, it may produce 
slowing of the heart rate or even transient cardiac 
standstill in many other people. This appears to be 
particularly true of patients with cardiac disease. 
Furthermore, fatalities have been reported ap- 
parently the result of physician-induced carotid 
sinus stimulation. It is particularly inadvisable to 
massage both sinus areas simultaneously. 

Another type of fainting, apparently but not 
actually, belonging in this general category, is that 
seen in patients with episodes of paroxysmal rapid 
heart action. For instance in patients with paroxysmal 
auricular tachycardia, faintness or giddiness fre- 
quently occurs at the onset, and at times the cardiac 
activity may be so ineffective that one is misled to 
believe that circulatory activity has ceased. Careful 
examination or an electrocardiogram will reveal that 
the heart is still active at a rapid and ineffective 
rate. 


Hypotension Without Asystole 
Common Depressor Faint. By far the largest pro- 


portion of fainting is of this type. Usually there is 
some emotional stimulus that sets off the train of 
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events. This may be the sight of blood, a painful 
injury, or something in the emotional content of 
thought. At times in groups, such as in a blood 
procurement center or during mass inoculation 
programs, fainting may becomean epidemic disorder 
with many casualties. Almost invariably, but not 
always, this type of faint occurs while the person 
is in the upright position. 

For reasons not entirely understood, the syncopal 
episode itself is associated with other clinical signs 
and symptoms. If carefully observed before the 
actual faint, the person will be observed to become 
pale, and may sweat profusely. There is a tendency 
to salivate and swallow frequently. The respirations 
may be intermittent, with frequent sighing. The 
patient will first note that his vision is becoming 
dim and he will then collapse to the floor. If ex- 
amined at this time the blood pressure may be low 
or unobtainable. The pulse rate is usually slow, in 
the range of 30 to 60 beats per minute. After a few 
moments in the horizontal position, the patient will 
revive, but for several hours, or even the remainder 
of the day, he will continue to be unwell, feeling 
shaky and appearing pale. He will be unusually 
susceptible to a recurrent episode of fainting. 

Another interesting phenomenon recently noted 
is that these people have a period of diminished 
urine formation during the next several hours, 
referred to by some as “‘post-syncopal oliguria.” In 
severe instances there may be loss of control of the 
urinary or rectal sphincters, but this is not com- 
mon. Also infrequently he may develop a few con- 
vulsive movements, and it is well for the physician 
to remember that this does not mean that the 
seizure is epileptic. 

The mechanism of this kind of episode has not 
been clearly defined; its unpredictable occurrence 
and transient nature making investigation difficult. 
Certain features have been studied on experimental 
subjects with induced fainting or by chance ob- 
servation on persons being observed for other 
reasons. 

First of all, the striking decline in pulse rate can 
be set aside as an unnecessary feature for the de- 
velopment of the other manifestations. The prior 
administration of atropine, producing a tachy- 
cardia, in no way prevents the development of ex- 
perimental fainting. The major circulatory difficulty 
appears not to lie in the heart itself but is the result 
of marked arteriolar dilatation in the systemic vas- 
cular bed. This sudden loss of peripheral resistance, 
and to some degree the failure of the heart to react 
in compensation, lead to the fall in blood pressure. 
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In the early phases, the cardiac output may be well 
maintained, but there is evidence that later it may 
be reduced, possibly as a result of an inadequate 
venous return. 

Although arteriolar dilatation is outstanding, it is 
obvious that, on the contrary, vasoconstriction oc- 
curs in certain vessels such as the skin. Measure- 
ments have shown that the most marked arteriolar 
dilatation occurs in the skeletal muscle with a con- 
siderable increase in blood flow. Physicians for 
many years have been indirectly aware of this 
vasodilatation. It was recognized in the days of 
therapeutic phlebotomy that, if during the course 
of bleeding, the blood suddenly turned from its 
normal venous color to a bright red hue like arterial 
blood, the patient was in the incipient stages of 
fainting, and the phlebotomy should be discon- 
tinued. This change in color of the blood undoubted- 
ly represented evidence of increased arterial inflow, 
the result of local vasodilatation. 

The nature of the vascular changes in the com- 
mon faint is of great interest. Why should there be 
increased flow to the muscles, with decreased flow 
to the skin? It has been suggested that this rep- 
resents a distortion of the normal reaction in 
preparation for muscular activity. The muscular 
activity does not occur, however, and other com- 
ponents of the circulatory adaptation fail to materi- 
alize. This is of particular interest in light of the 
psychologic factors that frequently precipitate the 
fainting response. Fainting of this type usually 
results from situations in which the individual has 
the desire to turn and run, yet because of social 
obligations represses the desire and remains sta- 
tionary. For example, a brawny football player may 
greatly dislike a simple venipuncture by a delicate 
technician and may have the desire to escape, but 
because of his position as a man of strength he is 
obligated to remain. The circulatory reactions for 
flight are instituted but become confused by the 
conflicting psychic influences. This would give 
credence to the popular concept that “the bigger 
they are the harder they fall.” If the individual is in 
the upright position, the circulatory maladjustments 
result in a sharp decline in blood pressure with 
inadequate force to drive blood to the brain. In only 
the most severe situations will this fall in blood 
pressure lead to unconsciousness when the subject 
is in the horizontal position. 

Furthermore, this positional factor becomes a 
primary therapeutic consideration. If the fainting 
reaction is severe and prolonged and the subject is 
not allowed to assume the horizontal position, 
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serious consequences, even death, may occur. It 
has been suggested that this mechanism is the one 
operative in death by crucifixion. There was ap- 
parently little or no trauma in most instances of 
attachment to the cross, but the prolonged main- 
tenance of the vertical position with inability to move 
or fall led to irreparable brain damage and death. 
Tt may be that a modern equivalent of this occurs 
in convalescent patients who faint while tightly 
bundled in a wheel chair. Unable to fall or cry for 
help, cerebral ischemia may cause an instance of 
unexplained sudden death. 

Poor Postural Adaptation. There are various other 
forms of arterial hypotension associated with the 
upright posture. Many persons after a period of bed 
rest, particularly with an infectious disease, may 
show poor postural adaptation when first allowed 
out of bed. Apparently the vasoconstrictive mechan- 
isms do not operate normally at this time and faint- 
ing may result. Other paths may lead to the same 
difficulty. Patients with fluid and electrolyte deficits, 
such as the result of diarrhea, may have poor 
postural adaptation. Widespread surgical ablation 
of the sympathetic nervous system, as used in the 
treatment of hypertensive vascular disease, may also 
interfere with the postural reflex activity and lead 
to a form of postural hypotension. 

Chronic Orthostatic Hypotension. Most striking yet 
rather uncommon is the specific form of chronic 
postural difficulty often called orthostatic hypo- 
tension. In these patients assumption of the upright 
posture results in a marked fall in arterial pressure 
with resultant faintness or actual syncope. This 
may occur repetitively and chronically over a period 
of years. In contrast to the ordinary faint, there are 
no associated symptoms such as pallor, sweating, 
and nausea, nor is the pulse rate altered during the 
syncopal episode. More like the Adams-Stokes 
type of attack, these people lose consciousness 
without much ado and regain their original state 
rapidly on assuming the horizontal position. Mus- 
cular activity in the upright position aids in the 
maintenance of the arterial pressure and usually 
prevents fainting, but when the person stops and 
stands quietly, his postural adaptation fails. Diurnal 
variation, with intensification of the symptoms in 
early morning, is frequently noted, with men having 
their initial symptoms while shaving before breakfast. 

It has been demonstrated that the difficulty in 
true chronic orthostatic hypotension is that in the 
upright posture these patients have an inadequate 
circulatory adjustment to the normal amount of 
blood pooled in the lower part of the body. There 


is no evidence that an abnormally large amount of 
blood is pooled. The disease appears to be actually 
one of the autonomic nervous system, with failure 
of the normal postural reflex adaptations. It is of 
diagnostic importance to note that these patients 
frequently have other manifestations of sympathetic 
dysfunction, such as loss of sweating, or vasomotor 
disturbances. This disorder is usually seen in as- 
sociation with tabes dorsalis, diabetic neuropathy, 
arteriosclerosis, and other disseminated disorders 
of the central nervous system. 


Fainting Without Circulatory Alterations 


There are a large number of factors which may 
on occasion produce fainting without marked 
change in blood pressure or pulse rate. Only several 
of the more important forms of this type will be 
discussed here. 

Hysteria. Loss of consciousness may be a mani- 
festation of hysteria. This is actually one of the most 
frequent forms of syncope seen and may be well 
exemplified by the drawing room faint of the gay 
nineties. Typically, there is a rather graceful loss of 
consciousness not associated with the rather un- 
comfortable symptoms of ordinary depressor faint- 
ing, and associated with a feeling of indifference or 
even satisfaction on the part of the subject. This is 
in distinct contrast to the ordinary faint, when the 
subject usually awakens with a certain amount of 
dejection. The physician makes the diagnosis on the 
basis of findings in the patient which suggest the 
diagnosis of a hysterical illness, and the lack of 
evidence of the commonly associated physical 
abnormalities during or immediately after the faint. 

Hyperventilation. Increased respiratory activity is 
a frequent manifestation of anxiety. The clinical 
expressions of this may be rather variable but 
fainting may be among them. Like many other forms 
of fainting this type also occurs most frequently in 
the upright position. It is often accompanied by 
preliminary symptoms of giddiness or light-headed- 
ness. The patient may or may not recognize that 
he has been overventilating, but usually has other 
symptoms leading to that diagnosis, such as numb- 
ness and tingling of the extremities or even overt 
tetany. The increased respiratory activity has been 
demonstrated to produce an alkalosis with blowing 
off of carbon dioxide and a resultant decrease in 
cerebral blood flow. It should be emphasized that 
this type of difficulty is in actuality the symptom of 
an anxiety state, and it should be treated as such. 
Heart disease. Patients with certain types of heart 
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disease appear to be subject to a kind of fainting 
not previously discussed. In other words, they may 
faint without obvious changes in the circulation of 
the Adams-Stokes type or depressor activity. Pa- 
tients on occasion may faint while undergoing an 
attack of angina pectoris; others with aortic stenosis 
and less commonly mitral stenosis may faint under 
the stress of exertion. Patients with congenital 
heart disease, particularly those with patent ductus 
arteriosus, may also experience exertional fainting. It 
would appear quite likely that this is at least to 
some degree the result of inadequate cerebral cir- 
culation. On the other hand, it may be more 
specifically related to cerebral oxygen lack. 

Brain disease. Certain types of local brain disease, 
such as cerebral thrombosis or embolism, may 
bring about an episode of fainting. In addition, 
interference with cerebral metabolism, such as by 
anoxia, may lead to transient loss of consciousness. 
Hypoglycemia, although traditionally listed as a 
cause of fainting, more frequently causes aberra- 
tions in the mental state rather than complete loss 
of consciousness. 


Management of Fainting Attacks 


Presented with a patient who complains of fainting 
attacks, the physician must investigate a group of 


factors in an endeavor to ascertain the exact nature 
of the patient’s loss of consciousness. From the fore- 
going discussion it would appear that special atten- 
tion to the following would be in order: 


1. Associated symptoms 
. Posture 


Nausea, sweating, pallor, etc. 


Role in attacks, actual test of postur- 


al adaptation 
. Situational factors Role of painful or emotional stimuli 
. Hyperventilation Presence of other symptoms, test period 
Neurosis 


. Cardiac status 


Complicating symptoms 
Presence of heart disease or arrhyth- 
mia 


7. Carotid sinus sensitivity Role of pressure on neck, test if indi- 
cated 


8. Metabolic factors 
9. Central nervous system 


Anoxia and hypoglycemia 
Presence of nervous system disease 
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With this information at hand it is usually pos- 
sible to make a diagnosis of the type of fainting 
manifested by the patient. Many of these factors 
may be ascertained by a careful history, and most 
others can be determined by simple physical ex- 
amination. It can be seen, therefore, that a quite 
adequate evaluation of fainting can be carried out 
with relatively simple means. Only under the more 
difficult situations are special studies such as 
electroencephalography required. 

Certain features of differential diagnosis appear 
worthy of note. Epilepsy with a minimum of con- 
vulsive activity may be confused with simple fainting 
but usually the differentiation is obvious. It should 
be remembered, however, that ordinary fainting 
may be accompanied by a few convulsive movements 
and that their presence does not confirm the diag- 
nosis of epilepsy or central nervous system disease. 
Many patients feel giddy or “dizzy” when they 
assume the upright position. Especially in older 
people this may be accompanied by a minor fall in 
arterial blood pressure. This type of almost 
physiologic difficulty in postural adaptation should 
not be confused with the disease state of orthostatic 
hypotension. Frequently patients are alarmed by 
these minor symptoms, fearing that they represent 
the forewarning of a more serious disease such as a 
cerebral vascular accident. It has already been 
pointed out that carotid sinus reactivity is rather 
widespread although the number of people with 
true carotid sinus syncope is small. 

Therapy has not been considered in detail. In gen- 
eral it consists of treatment of the underlying disease 
if any exists. More frequently it consists of explana- 
tion of the phenomenon to the patient and reassur- 
ance regarding its benign character. Any fainting 
accompanied by a fall in blood pressure should be 
treated by having the patient assume a more nearly 
horizontal position. This protects the brain from 
possible anoxia and appears to speed recovery. An 
understanding of the simple known facts regarding 
syncope would appear to enhance the physician’s 
important role as a therapeutic agent himself. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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NORMAL ECG 


R 4 ——R-R Interval R 


AURICULAR FIBRILLATION 


qs 


a. P-R interval is constant. Dotted lines indicate 


measurements. Normally 0.20 seconds or less : ee No P or F waves. Note wandering base 
(5 small squares). ore line and irregularly occurring QRS complexes. 
b. QRS interval is measured by the dotted lines. a AN 


Usually 0.10 seconds or less (2'2 small squares). 


_ VENTRICULAR TACHYCARDIA 


SINUS TACHYCARDIA | R R R R 
P P P P 
Can identify P waves, and P-R interval is constant. : 4 Note broad slurred QRS complexes. R-R 
R-R intervals need not be precisely the same length. 3 : intervals are not usually exact. If P 


waves can be identified, their rate is 

usually slower than the ventricular rate. 

2 The important point is that if the QRS is 

3 less than 24 small squares, this is nof 
ventricular tachycardia. 


AURICULAR TACHYCARDIA 
R R R R 


COMPLETE AURICULO- 
VENTRICULAR BLOCK 


p pATP ATP pATP. 


P wave in the T wave. May actually 
be lost in the T wave. P-R intervals 
are precisely the same length. 


Note independent rate of P wave usually 

faster than independent ventricular rate. : 
QRS complexes may be of normal dura- F 
tion or broad and slurred depending on : 
ventricular focus. 


VENTRICULAR TACHYCARDIA or 
VENTRICULAR FIBRILLATION 


AURICULAR FLUTTER 
STOKES-ADAMS 


SYNCOPE 


See above for ventricular tachycardia. Note ' e 
coarse undulating wave in ventricular fi- 


brillation. 
_ VENTRICULAR ASYSTOLE 
P P P P 


Can identify F waves recurring independently of the 
QRS—vusval interval is between 4 and 6 small squares. 
R-R interval irregular unless constant degree of block. 


Figure 1. 


No QRS complexes. 
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Practical Cherapeutics 


CARDIAC EMERGENCIES 


BY NICHOLAS J. COTSONAS, JR., M.D. 
Georgetown University School of Medicine, Washington, D.C. 


In a discussion of the management of cardiac emer- 
gencies, it is more important to be practical than to 
be complete. Therefore, the following discussion 
begins at the bedside where these emergencies must 
be recognized and treated. The selection of drugs 
will be considered arbitrary by many because the 
choice of drugs varies with the clinical experience 
and curiosity of physicians. 


The Arrhythmias 


The development of an ectopic rhythm may be 
dramatic or subtle. The symptomatology is so vari- 
able, it need not be detailed here. Suspect an ectopic 
rhythm when there is a change in the rate (under 50 
or over 140 beats per minute) or when the rhythm 
becomes irregular. 

Diagnosis. The performance of certain maneuvers 
at the bedside may confirm the presence of an ar- 
rhythmia and may even establish an exact diagnosis. 

On examination, the following routine is recom- 
mended. Time the pulse and heart rate for a full 
minute, separately and then simultaneously. Listen 
to the apical first sound for an additional two min- 
utes. Does it vary in intensity? Are there visible 
pulsations in the jugular bulb? Is the rate of these 
pulsations the same as the heart rate? Are there 
separate auricular sounds? 

Next, the effect of vagal stimulation on the rate 
and rhythm should be evaluated. This includes sev- 
eral maneuvers—f all unsuccessful, try in combina- 
tions. Ocular pressure is performed by placing a 
finger on the closed upper lid and producing painful 
pressure backward and downward for several sec- 
onds. Begin with the right eye, and if no effect, try 
the left eye. 
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In order to stimulate the carotid sinus, you must 
feel for pulsations high in the neck just below the 
angle of the mandible. Compress this pulsating 
structure against the spine, and massage for ten or 
more seconds. Do not press both sides at the same 
time. 

Both these maneuvers may be reinforced by pro- 
voking a gag reflex with the finger, or by having the 
patient strain against a closed glottis after a deep 
breath. 

Unless contraindicated, the effect of limited exer- 
cise should be evaluated. Listen for changes in rate 
and rhythm after the patient has raised himself sev- 
eral times from the supine to the sitting position. 

In Chart lare listed the most common arrhythmi- 
as and their identifying features. In the majority of 
instances, positive responses will establish a diagno- 
sis of a specific arrhythmia without the use of the 
electrocardiogram. Negative responses do not have 
diagnostic value, but they do support a clinical 
impression. 

If an electrocardiograph is available, it ought to 
be used to confirm a diagnosis. But if not available, 
and the clinical responses have been diagnostic, and 
hence rule out the presence of ventricular tachycar- 
dia, it is usually safe to treat this arrhythmia with 
digitalis if the situation demands. 

If the responses have not been diagnostic, then 
electrocardiography must be used. 

Percentages are on our side. Over 90 per cent of 
arrhythmias with rates between 140 and 180 are 
those amenable to digitalis—auricular tachycardia, 
auricular flutter, and auricular fibrillation. Not all of 
us can read electrocardiograms, but we can measure 
intervals between successive complexes and estab- 
lish whether a rhythm is regular; and more impor- 
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tant, we can measure the QRS interval. If this inter- 
val measures less than 0.10 second (two and one- 
half small squares), this is mot ventricular tachycar- 
dia (See Figure 1). 

Can we identify P waves or flutter waves? Usually 
they are best demonstrated in the precordial leads 
from the right side. If position V, in the fourth in- 
tercostal space to the right of the sternum fails to 
demonstrate ‘P” or ‘F” waves, take another lead 
with the chest electrode in the third intercostal 
space above 

Finally, while the machine is running, repeat 
vagal stimulation, and measure its effect electro- 
cardiographically as well as clinically. This provides 
a record of the response and aids in diagnosis. 

By the use of the data in Chart 1, it is possible to 
diagnose more than half of the arrhythmias. With- 
out any detailed knowledge of electrocardiography, 
it is possible from the diagrams in Figure I to diag- 
nose an additional number of arrhythmias; but 
more important, it is possible to rule out the pres- 
ence of ventricular tachycardia. If the QRS is great- 
er than 0.10 second, the electrocardiographic diag- 
nosis of the arrhythmia is beyond the scope of 
this paper. But with this much information, it is 
possible to identify accurately over 90 per cent of 
all arrhythmias. 

One final point—whenever you are examining a 
tracing that is not obviously sinus tachycardia, be it 
regular or irregular, suspect that it may be auricular 
flutter. Then search carefully for F waves at regular- 
ly recurring intervals between four and six small 
squares. This practice helps in the diagnosis of ob- 
scure tracings. 

Treatment. In Chart 2 on page 80 are listed the 
arrhythmias and appropriate treatments. Again the 
list is not complete. 


Auricular Tachycardia 


1. Vagal stimulation. These maneuvers have al- 
ready been discussed. If unsuccessful singly, repeat 
in combination. 

2. Prostigmine methylsulfate (1:2000). Give 1 cc. 
subcutaneously ; if no effect in twenty to thirty min- 
utes, give 2 cc. subcutaneously. This dose may be 
repeated every twenty to thirty minutes until tachy- 
cardia stops or toxicity results (sweating, pallor, 
nausea, hyperperistalsis, vomiting, diarrhea). Re- 
peat vagal stimulation before each dose. 

3. Neo-Synephrine Hydrochloride (1 per cent solu- 
tion). Dilute 0.5 cc. (5 mg.) in 10 cc. of normal sa- 
line. Start an intravenous infusion in one arm while 


blood pressure determinations are being made every 
minute in the other arm. 

Inject the Neo-Synephrine solution into the rub- 
ber tubing of the infusion set at a rate not faster than 
1 cc. per minute. Continue to give as long as systolic 
pressure is under 180. Usually an attack is con- 
trolled with 2 to 3 cc. This drug is a good choice 
when a patient is hypotensive and there are none of 
the usual contraindications to Neo-Synephrine. 

4. Digitalis (rajid-acting glucosides). 

A. Lanatoside C (Cedilanid). This rapidly acting 
cardiac glucoside has a measureable effect in five to 
ten minutes; its peak effect occurs between one and 
two hours after injection. It is usually ineffective 
orally. It is the safest, rapidly acting cardiac gluco- 
side if there is uncertainty about the amount of digi- 
talis already ‘‘on board” the patient. It has the dis- 
advantage that if the patient is to be maintained in 
the digitalized state, he needs to be redigitalized 
with another preparation. 

The average digitalizing dose in an adult is 1.6 
mg. (8 cc.) intravenously. This amount usually can 
be given safely in one dose, if no prior digitalis. If 
the physician prefers, he can give 4 cc. intravenous- 
ly and 4 cc. intramuscularly. 

Subsequent doses can be given after two hours— 
preferably 2 to 4 cc. every four to six hours until 
toxicity develops or the desired effect is achieved. 

B. Digoxin. When given intravenously, this prep- 
aration has a peak effect in one to two hours. It can 
also be given by mouth. The average digitalizing 
dose in an adult is 1 to 1.5 mg. If given intravenous- 
ly, begin with 0.5 to 1.0 mg., and in two to three 
hours, give 0.25 to 0.5 mg. If additional amounts are 
required, by this time switch to oral administration 
of 0.5 mg. every four to six hours, until toxicity re- 
sults or a clinical effect is obtained. 

Remember to repeat vagal stimulation before each 
dose. With higher doses, check for ventricular ex- 
trasystoles as a sign of digitalis intoxication—a fore- 
runner of ventricular tachycardia. 

5. Quinidine sulfate. Give 400 mg. orally every 
two hours, for six doses if necessary. Toxic effects 
include tinnitus, decreased hearing, vomiting, diar- 
rhea, or allergic reactions. Use electrocardiographic 
control—a short strip of the best lead initially, and 
before each dose after the third dose. Toxicity on 
the electrocardiogram is indicated by a 25 per cent 
increase in duration of QRS complex. Repeat vagal 
stimulation before each dose. 

If treatment is unsuccessful after six doses, sedate 
the patient over night, and try 600 mg. doses the 
next day. 
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If 600 mg. dosesare ineffective, proceedasfollows: check electrocardiographically for widening of the 
Daily schedule of three doses spread throughout QRS complex. 
the day; begin with 200 mg. and increase each dose There is division of opinion as to which is better— 
by 200 mg. Before each dose, repeat vagal stimula- _ digitalis or quinidine. I personally prefer digitalis 
tion and listen to cardiac rate for conversion, and _ because it is effective and simpler to use clinically. 


Chart 1. Diagnosis of arrhythmias. 


response to 
vagal stimulation response to exercise remarks arrhythmia 
Rapid regular; apical No effect or abrupt No significant A precisely exact rhythm. Auriculor 


q first sound constant termination with or change Usually 150-250/min. tachycardia 
in intensity without abrupt escape 


features of arrhythmias 


Usually gradual Gradual smooth Sinus 
slowing and gradual increase and return tachycardia 
return; occasionally 

no effect 


Usually abrupt Remains regulor Rarely over 180 beats per minute. Auricular 


reduction with irregular or doubles or some May hear auricular sounds or see flutter with 
escape, but may have multiple; rarely auricular pulsations in jugular bulb constant 
no effect irregular 


degree of 
block 


Rapid irregular; Usually abrupt May become regular May hear auricular sounds or see Auricular 
changing intensity reduction with irregular or remain irregular auricular pulsations in jugular bulb. flutter with 
of apical first sound escape, but may have at an increased rate On deep inspiration, occasionally varying block 
. no effect. May slow slowing but more irregular 
gradually but irregular 


escape 


Usually an abrupt 


Increasingly irregular Varying intensity of first heart sound Auricular 
slowing with an not as marked as in auricular flutter fibrillation 
irregular escape. with varying block 

May hove no effect. 


No effect 


About one-half of cases have changing Ventricular 
first sound. No change in first sound if tachycardia 
auricular fibrillation or 1:1 retrograde 

conduction. Rarely, perfectly regular. 

May occasionally hear only one sound 

and misinterpret the rate as one-half the 

actual rate. May see auricular pulsations 

in jugular bulb at slower rate than 

apex rate 


Slow regular; apical No effect or abrupt Rate doubles or some May hear auricular sounds or see Auricular 


first sound constant reduction with irregular multiple or rapid and auricular pulsations in jugular bulb flutter with 
in intensity escape irregular 


high degree 
of block 


No effect or gradual Gradval increase and Normal sinus 
slowing and gradual slowing after rest rhythm 
resumption of rate 


No effect or gradual Gradual increase Usually over 50 beats per minute. Sinus 
slowing and return and return May be slightly irregular bradycardia 


Slow and irregular No effect No effect, usually, Rate usually below 50 beats per Complete 

with changing intensity but may speed up minute. May see auricular pulsations heart 

of first heart sound and slow down grad-__in jugular bulb faster than apical rate. block 
vally Listen for the booming first heart sound 


as intensity changes. May hear 
auricular sounds 
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Chart 2. Treatment of arrhythmias. 


arrhythmias 


drug 
I st choice 


drug 
2nd choice 


Auricular 
tachycardia 


Vagal stimulation 

Prostigmine 
methylsulfate 

Neo-Synephrine 


Digitalis 

Quinidine sulfate 

Procaine amide 
hydrochloride 


flutter 


Digitalis 


Quinidine sulfate 
Procaine amide 
hydrochloride 


Auricular 
fibrillation 


Digitalis 


Quinidine sulfate 
Procaine amide 
hydrochloride 


Ventricular 
tachycardia 


Procaine amide 
hydrochloride 


Quinidine sulfate 


Stokes-Adams 
attack 


(If due to ventricular 
arrest) 

Epinephrine 
hydrochloride 

Ephedrine sulfate 

Paredrine hydro- 


(If due to ventricular 
tachycardia or fibril- 
lation) 

Quinidine sulfate 

Procaine amide 
hydrochloride 


bromide 


6. Procaine amide hydrochloride (Pronestyl Hydro- 
chloride). This drug is available in 250 mg. capsules 
for oral use, and 10 cc. ampuls containing 1 Gm. for 
intravenous use. It is rapidly absorbed from the 
gastrointestinal tract; peak blood levels occur two 
hours after oral use, and it is slowly excreted by the 
kidneys. Oral use is preferred unless the patient is 
comatose or vomiting. 

Oral schedule: Give 1.25 Gm. initially. Wait one 
hour. If no change, give 0.75 Gm. ; then if necessary, 
0.5 to 1.0 Gm. every two hours. Maintenance sched- 
ule: Give 0.5 to 1 Gm. every three to six hours. 
Toxic effects from oral administration are anorexia, 
nausea, or vomiting on high dosage. 

On intravenous administration, procaine amide 
acts during or following injection. The effect may 
last one to twenty-four hours. The drug should be 
given preferably not faster than 1 cc. (100 mg.) per 
minute. In one-third of cases, it may provoke hypo- 
tension or aggravate existing hypotension, but if 
reversion occurs, hypotension clears. Electrocardio- 
graphic control is necessary for detection of toxicity 
(widening of QRS). To administer intravenously, 
use continuous electrocardiographic control, and 
blood pressure determinations to guard against ex- 
cessive hypotension. If the latter develops, interrupt 
treatment until normal blood pressure returns. Do 
not give more than 1 Gm. intravenously at one 
course. 


Procaine amide was originally reported as being 
effective only in ventricular arrhythmias, but more 
and more reports of its efficacy in supraventricular 
arrhythmias are appearing. 


Auricular Flutter and Fibrillation 


These are the two arrhythmias in which reduction 
in ventricular rate can be used to measure the ade- 
quacy of digitalization. The patient is fully digitalized 
when the rate is between seventy and eighty beats 
per minute. Therefore, the amount of digitalis re- 
quired is enough to slow the ventricular rate. 

It is more convenient to control the rate by the 
production of a high degree of auriculoventricular 
block, and then use quinidine sulfate for elective 
conversion to normal sinus rhythm, if indicated. At 
high dosage levels, check for changes in rhythm. 
If extrasystoles appear—tultifocal or brief runs— 
discontinue digitalis. 

Procaine amide has been used successfully for 
conversion of these arrhythmias directly, but I think 
it is not the drug of first choice because of the time, 
precautions, and expense involved. 


Ventricular Tachycardia 


The drug of choice is procaine amide hydro- 
chloride. The discussion in diagnosis emphasized 
only the exclusion of this arrhythmia by the pres- 
ence of a QRS duration of under 0.10 second. If a 
physician is not completely familiar with the elec- 
trocardiographic diagnosis of ventricular tachy- 
cardia, he should seek specialized help in the diag- 
nosis of arrhythmias with QRS complexes greater 
than 0.10 second. It is conceivable, however, that 
situations will be encountered where it is not pos- 
sible to obtain help (or to decide even with special- 
ized help). In such situations, if the rate (or the 
rhythm) is poorly tolerated by the patient, it is safe 
to use procaine amide hydrochloride as directed, 
not so much with the idea of forcing conversion 
(which may occur and establish a diagnosis in retro- 
spect) but to control the ventricular rate. 


Complete A-V Block 


Usually no treatment is indicated unless this ar- 
rhythmia is digitalis-induced, and then digitalis 
should, of course, be withdrawn. If digitalis-induced, 
the rate is more likely to be between fifty and seventy, 
in contrast to rates of thirty or forty usually seen in 
cases of complete heart block due to other causes. If 
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congestive heart failure occurs in a patient with com- 
plete heart block, digitalis is indicated. 

About 50 per cent of patients with heart block are 
subject to syncopal attacks due to reduction in 
cerebral blood flow as a consequence of ventricular 
asystole, ventricular tachycardia, ventricular fibril- 
lation, or a combination. About half are due to ven- 
tricular asystole alone. 

Treatment of syncopal attacks depends on the 
mechanism. Attacks due to ventricular asystole or 
ventricular fibrillation can be differentiated only by 
electrocardiography. If due to ventricular tachy- 
cardia, auscultation will reveal rapid heart sounds. 
Procaine amide hydrochloride intravenously is ob- 
viously the drug of choice then. 

For brief attacks, no treatment is indicated. But 
every effort should be made to document electro- 
cardiographically if the attacks are due consistently 
to one mechanism or a combination of mechanisms. 

Attacks lasting over five seconds are likely to re- 
sult in unconsciousness, episodes of over fifteen sec- 
onds may provoke cyanosis and convulsions. 

If attacks are due to ventricular tachycardia or 
fibrillation, quinidine sulfate or procaine amide 
hydrochloride orally may be used—adjusting the 
dosage to prevent recurrences. If due to ventricular 
asystole, try ephedrine sulfate, 25 to 50 mg. sub- 
cutaneously and then orally every four to six hours 
as necessary. If unable to find a satisfactory sched- 
ule, try Paredrine Hydrobromide, 20 to 60 mg. by 
mouth every four, six, or eight hours, as necessary. 

Difficulty arises in treating an attack in which 
there are no heart sounds. If there are heart sounds, 
and the rate is rapid, there is still circulation, and 
procaine amide hydrochloride may be given intra- 
venously in the usual way. 

If there are no heart sounds, either asystole or 
ventricular fibrillation may be present. A fairly heavy 
blow to the precordium may be effective; it is more 
likely to be effective in ventricular standstill. If 
available, use oxygen and elevate the foot of the bed. 
If unconsciousness, convulsions, or cyanosis occur, 
the prognosis is grave, and it is questionable how 
effective are “heroic measures.” These include 
needling” the heart in the fourth intercostal space 
to the left of the sternum. If this is ineffective, the 
question of intracardiac injection arises. But what— 
1 cc. of 1:1000 epinephrine hydrochloride or 100 
mg. of procaine amide hydrochloride? Percentage- 
wise, ventricular asystole is more likely to be present 
(over half), so that epinephrine would be favored. 

Recent work by Nathanson and Miller suggests 
that isopropyl nor-epinephrine (Isuprel) has dis- 
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tinct advantages over epinephrine in cardiac stand- 
still, and may even be preferable to procaine amide 
when A-V block is complicated by ventricular arrhy- 
thmias. 


Congestive Heart Failure 


The treatment of congestive heart failure becomes 
a relative emergency when a patient must undergo 
surgery or is in active labor. The recognition of min- 
imal heart failure can be a problem. The importance 
of distended cervical veins, as an indication of ele- 
vated venous pressure, is obvious. Normally, the 
cervical veins are not distended when a patient is 
sitting up. In a semisitting position, these veins are 
not filled above the plane of the manubrium (See 
Figure 2). Distention of the veins above this level 
indicates abnormal elevation of the venous pressure. 

Equally important is the demonstration of a posi- 
tive hepato-jugular reflux. Normally, when a pres- 
sure of twenty-five pounds is exerted with the hand 
over the right upper quadrant, there will be no in- 
crease in the distention of the cervical veins if the 
patient does not alter his breathing or resist the 
pressure. When this maneuver is performed on a 
patient in congestive heart failure, the cervical veins 
become more distended. This must be evaluated 
with the patient in the semisitting position; when 
he is supine the veins may normally be completely 
distended (See Figure 2). Measurement of venous 
pressure is a simple procedure, to be used if in doubt. 

Treatment of heart failure is no different in this 
situation, but because time is important, digitalis 
should be given intravenously. Ouabain can be given 
in doses of 0.5 mg. initially, followed by 0.1 mg. every 
thirty to sixty minutes until a therapeutic effect is 
obtained, or a total dose of 1 mg. has been given. If 
this drug is used, the patient must not have had 
digitalis in the prior two weeks. The use of digitalis 
glucosides has already been discussed. 

If the patient has been digitalized previously, 


Figure 2. On the left, normal distention of the external jugular 
vein. On the right, abnormal distention due either to elevation of 
the resting venous pressure or a positive hepato-jugular reflux. 
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Figure 3. Shows the first three rotations of the tourniquets 
in bloodless phlebotomy. Only one tourniquet is removed at 
any point in the rotation. 


maintenance therapy only is indicated. The ancil- 
lary measures need no elaboration. Beware of intra- 
venous fluids, especially saline; prefer subfascia lata 
or subcutaneous routes. 

Should we digitalize the patient with heart dis- 
ease, who has never been in heart failure, but who is 
to undergo surgery? The answer is an individual 
experience on the part of the physician. One point 
is worth emphasizing—if digitalis is not given to the 
point of toxicity, no harm results from digitalizing. 


Acute Pulmonary Edema 


The diagnosis is known to all. For purposes of 
discussion, let us consider a patient having an at- 
tack of acute left ventricular failure while at home. 

The simplest procedure of all is the immediate 
application of three rubber tourniquets—tight 
enough to occlude the veins, but not tight enough to 
occlude the pulses in the extremities. This allows 
blood to enter the limbs via the arterial circulation, 
but blood is trapped because the venous channels 
are occluded. By this means it is possible to trap 500 
to 750 cc. of blood in the three extremities, and the 
venous return is reduced by that amount. 

Next is the hypodermic injection of morphine 
sulfate, 15 mg., and atropine sulfate, 0.3 mg. While 
the effect of both these measures is going through 
its lag phase, prepare an intravenous injection of 
0.5 Gm. of aminophylline. It is usually not possible 


to have the patient supine; because of his dyspnea 
he will seek an upright position. The drug must be 
given slowly, taking at least five minutes to inject 
one-half the dose (10 cc.). Remove the needle, and 
wait for effect. 

These are the most effective measures in con- 
trolling an attack of acute pulmonary edema. A 
rapidly acting cardiac glucoside and a mercurial 
diuretic should be given, but by the time they be- 
come effective, the patient has recovered from the 
attack or has succumbed. 

The tourniquets should be rotated according to 
the diagram (See Figure 3). Only one tourniquet is 
released each five to ten minutes, and the pressure 
is released slowly (thirty to sixty seconds) in order 
not to throw into the circulation a large volume of 
blood at once. This would perpetuate pulmonary 
edema. So also, when the attack is controlled and 
the tourniquets are to be removed, they should be 
removed slowly, one at a time, at intervals of ten to 
fifteen minutes or longer. If at the end of one-half 
hour, the patient has not begun to improve, inject 
the remaining 10 cc. (0.25 Gm.) of aminophylline, 
and arrange for hospitalization. 

In the hospital, two effective measures remain: 
(1) the use of positive pressure oxygen therapy with 
the equipment for gas anesthesia, and (2) rapid 
bleeding. 

Positive pressure oxygen therapy is effective and 
is the treatment of choice when acute pulmonary 
edema occurs on the operating table. Discussion is 
beyond the scope of this paper, except to add one 
contraindication—shock—and to mention a refine- 
ment devised by Luisada and co-workers. They 
have shown that ethyl alcohol vapor is an excellent 
antifoaming agent in the treatment of acute pul- 
monary edema. Its use has varied from replacing 
the wetting agent in the nasal oxygen setup and gas 
anesthesia machine with 50 to 95 per cent alcohol, 
to soaking a piece of gauze with alcohol and holding 
it over the face and nose. The latter is worth trying 
in the home with or without an oxygen mask. 

Finally, in many cities and counties, a pulmotor 
or rescue squad service is furnished. When the 
physician makes a diagnosis of pulmonary edema 
over the phone, it is suggested that he call for the 
rescue squad before he goes to the patient. In this 
way, he assures the availability of oxygen therapy 
and perhaps a positive pressure mask. 

By the use of a 15-gauge needle attached to the 
vacuum bottle of a blood donor set, it is possible to 
remove rapidly 500 cc. of blood from a large vein. 
The best available vein is the femoral vein. With the 
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leg externally rotated and slightly abducted, feel for 
the pulsation of the femoral artery about one inch 
below the inguinal ligament. Inject procaine solu- 
tion medial to this maximal pulsation, and nick the 
skin with a scalpel blade. With the clamp on the 
suction bottle released slightly after penetration of 
the needle, insert the needle diagonally upward. 
When in the vein, open the valve wide. By this 
method, a pint of blood can be removed in five or 
ten minutes. The rapid removal is important. 


Shock Complicating Myocardial Infarction 


Mild hypotension without the usual signs of 
shock frequently accompanies the acute episode, 
and such hypotension does not require special 
treatment because it is transient. However, acute 
hypotension (systolic pressure below 80 to 90), 
lasting more than one hour and accompanied by 
clinical evidences of shock, demands treatment be- 
fore the shock state becomes irreversible. 

The relief of pain assumes equal importance with 
oxygen and the use of blankets. Elevation of the foot 
of the bed and elastic bandages up to the midthigh 
should be used. 

Two new measures have been used with variable 
success. Both are thought to be effective because 
they elevate aortic pressure and improve coronary 
blood flow. 

One ampul (4 cc. of 0.1 per cent solution) of 
l-arterenol (Levophed), diluted in 1,000 cc. of 5 per 
cent dextrose in water, is given slowly intravenously 
at a rate governed by the level of the blood pressure 
which should be checked every minute for five min- 
utes, then every five minutes for one-half hour, and 
at least every fifteen minutes thereafter until a rate 
of injection is established. Systolic levels between 
100 and 120 are desired, but any level that clears the 
signs of shock is satisfactory. If available, thread 
polyethylene tubing through a 15-gauge needle into 
the vein, and use this instead of a needle. 

Periodically, slow the drip to evaluate the need 
for continuation of therapy. When the drug is 
stopped suddenly, the drop in blood pressure is 
acute. Therefore, it is advised that the rate of drip 
be gradually reduced over a period of time until it 
has finally ceased. 

Intra-arterial transfusion of blood or plasma is a 
more rapid and direct way of combating shock than 
by intravenous fluid and requires only about one- 
half as much blood. A cannula is inserted into the 
brachial artery by direct cut-down. The transfusion 
set has been adapted by use of a sphygmomanometer 
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bulb to pump the blood in (See Figure 4). The rate 
of injection usually is 50 to 100 cc. per minute. The 
pressor response is slower, appearing after twenty 
to forty minutes, and the blood pressure may con- 
tinue to rise slowly for an additional two or three 
hours. The initial amount injected ought to be at 
least 200 to 400 cc. If no pressor response is appar- 
ent after an hour or so, repeat the procedure. 

Of the two measures, the use of l-arterenol is 
simpler. Intra-arterial transfusion requires special 
equipment. Both are still being evaluated. 


Pulmonary Embolism 


This may be one of the most difficult of diagnoses 
to make. Suspicion is the keynote to diagnosis. Do 
not rely on negative findings. The classical symp- 
toms of chest pain, cough, and hemoptysis—the 


Figure 4. Details of positive pressure transfusion. At connecting 
points, note wiring to insure tightness. A. Needle connecting 
rubber bulb has been inserted into glass tubing that serves as 
air-intake. Tape well over glass adapter and bottle to prevent 
“popping” under increased air pressure. B. To prevent air 
embolism the rubber tubing must be clamped tightly just before 
the bottle completely empties. 
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classical signs of shock, pleural friction rub, and 
deep vein tenderness with or without increased re- 
sistance to forced dorsiflexion of the foot—are so 
often absent. 

Look for unexplained fever, tachycardia, unequal 
edema of the lower extremities, elevated icterus in- 
dex, and increased urine urobilinogen. 

Be wary of a clinical diagnosis of pneumonia in a 
cardiac. Be wary of the roentgenologic diagnosis of 
*pleuro-pneumonitis” in a cardiac. Statistically, 
pulmonary embolism is more common than pneu- 
monia in the patient with congestive heart failure. 

Finally, if the diagnosis cannot immediately be 
established and pulmonary embolism remains in the 
differential diagnosis, treat temporarily for this dis- 
ease by giving intermittent heparin (50 mg. intra- 
venously every four hours) until a decision can be 
made. When established by positive findings or 
strong presumptive evidence, continue heparin un- 
til therapeutic levels of hypoprothrombinemia are 
established with Dicumarol. 

Since the work of McLachlin and Paterson showed 
that in 10 per cent of patients the calf veins drain 
into the profunda femoris and that almost three- 
quarters of the thrombi were present in the thigh 
and pelvic veins, anticoagulant therapy is preferred 
over ligation. 

If pulmonary embolism occurs while a patient has 
been on adequate anticoagulant therapy for several 
days, then consider venous ligation. Usually this 
means ligation of the inferior vena cava. 


Arterial Embolism 


The diagnosis of cerebral embolism is inferred 
when the apoplectic syndrome accompanies a car- 
diac source for emboli—bacterial endocarditis or 
mural thrombi due to myocardial infarction, ar- 
rhythmias, or giant dilated heart. Anticoagulants 
are contraindicated in bacterial endocarditis. They 
are indicated in the other situations, if only to pre- 
vent additional embolic episodes. 

The role of stellate ganglion block is still debated. 
Clinical reports of improvement appear in spite of 
the failure to show any increase in cerebral blood 
flow following this procedure. Until time settles this 
issue, I feel an initial block is indicated, followed by 
anticoagulants. The anticoagulants contraindicate 
further blocks because of the danger of local 
bleeding. 

Peripheral embolism to aorta, iliac artery, or oth- 
er vessels presents evidence of acute arterial insuffi- 
ciency—pain, loss of function, pallor, cyanosis, and 


loss of pulses. Immediate sympathetic block with 1 
per cent procaine should be done. If at the end of 
thirty minutes, all symptoms are relieved, anti- 
coagulant therapy is indicated. 

If the result is incomplete and the patient is seen 
under twelve hours (preferably under four to eight 
hours), embolectomy, followed in four hours by 
anticoagulant therapy, is indicated. 

The contraindications to embolectomy are: (1) 
embolism to the brachial artery (conservative treat- 
ment is satisfactory because of adequate collaterals) ; 
(2) embolism to popliteal artery or below (proced- 
ure is technically too difficult); (3) the patient is 
seen too late and irreversible changes are present; 
and (4) the patient will not tolerate the procedure. 

The role of the sympatholytic drugs is not yet de- 
termined. If Priscoline is used, it should be given 
intra-arterially for regional effect—a procedure not 
without danger in a patient on anticoagulant ther- 
apy. At present, the studies with subcutaneous in- 
jections of hexamethonium would seem to hold 
some promise. 

If conversion of auricular flutter or fibrillation to 
normal sinus rhythm is contemplated because of a 
recent embolic episode, quinidine sulfate or procaine 
amide hydrochloride should be used only after sev- 
eral days of effective anticoagulant therapy. 


Cardiac Arrest 


The complete details of equipment and of ana- 
tomic approaches to the heart are not within the 
province of this paper, but a few remarks are per- 
tinent. Except for sporadic cases, this diagnosis is 
usually made on the operating table by the anes- 
thetist when he announces that there is no pulse or 
blood pressure. 

To treat this condition successfully, it must be 
anticipated. A previously established plan for per- 
sonnel and equipment should be familiar to all who 
may encounter this situation. 

Time is precious. Time should not be wasted in 
confirming the absence of pulse or blood pressure, 
in listening to the heart, preparing an aseptic field, 
or injecting medication into the heart. Success is 
measured in minutes and seconds. 

The loss of pulse and blood pressure is due to 
cardiac asystole or ventricular fibrillation. Without 
an electrocardiogram, it is impossible to make this 
diagnosis unless the heart is exposed. If the electro- 
cardiograph is not already set up with the patient 
attached, set one up, but proceed at once with the 
plan of action. 
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The anesthetist should insert an endotracheal 
tube connected to a closed system (supplying 100 
per cent oxygen) with which he can breathe for the 
patie at either by positive pressure or by manual 
compression of the rebreathing bag. 

The surgeon meanwhile is exposing the heart by 
the most direct method. It may be impossible even 
then to differentiate cardiac arrest from ventricular 
fibrillation. In either event, cardiac massage is be- 
gun—ideally with the fingers behind the heart and 
the thumb in front. Compress gradually and re- 
lease suddenly. Ideal rate is 120 per minute, but 
this means as fast as possible under the circum- 
stances. When the electrocardiograph is ready, the 
two conditions can be differentiated. Interrupt com- 
pression at short intervals to see if spontaneous con- 
tractions occur. Rapid intravenous or intra-arterial 
fluids increase blood volume and cardiac output. 

Usually arrest will respond to massage. Ventricu- 
lar fibrillation may. If it does not, defibrillation with 
electrical shock should be used. 

In most cases, it is not necessary to use drugs. 
For asystole, try 0.5 cc. of 1:1000 epinephrine in 5 
cc. of normal saline; for ventricular fibrillation, 5 
cc. of 1 per cent procaine solution. Apply half of 
the solution to the surface of the heart and inject 
the rest into the right ventricular cavity. 

Successful treatment means beginning massage 
within three to four minutes. It also usually requires 
a good heart, healthy lungs, and an adequate blood 
volume. 


Cardiac Tamponade 


The causes do not require discussion—injury to 
the heart or great blood vessels, infections of the 
pericardium, myocardial infarction, and ruptured 
or dissecting aneurysm. 

Classically, the patient has hypotension, distant 
heart sounds, and evidences of elevation of systemic 
venous pressure. A pericardial friction rub may be 
present. There may be physical signs of consolida- 
tion at the left lung base posteriorly. The radial 
pulse may disappear on deep inspiration. The 
electrocardiogram may show ST elevation, or T 
wave inversion or both, with low voltage of the 
QRS. All signs may be absent except elevation of 
the venous pressure. 

Suggestive findings on x-ray and fluoroscopy in- 
clude: silhouette—triangular, trapezoid, spherical, 
water-bottle or onion-shaped; the absence of pulsa- 
tions; no evidence of pulmonary congestion; and 
increase in the width of the base of the heart when 
the patient is tilted head-down for several minutes. 
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The following findings on x-ray and fluoroscopy 
are against the diagnosis and favor cardiac dilata- 
tion: visible widening and upward displacement of 
the tracheal bifurcation; reduction in the heart size 
on straining against the closed glottis after a deep 
inspiration, followed by increase in heart size and 
better pulsations on resumption of respiration ; and 
finally, on forced expiration, the widening out of the 
heart on the diaphragm with increase in pulsations. 
These are valuable maneuvers that can be performed 
with the patient recumbent on the fluoroscopic 
table. 

At fluoroscopy with the patient sitting up, mark 
the cardiac apex in the fifth intercostal space to 
facilitate paracentesis. 

The apical approach is best for one who has not 
performed many pericardial paracenteses. The pa- 
tient should be sitting up. Under aseptic conditions, 
infiltrate 1 or 2 per cent procaine solution down to 
the pleura at the point marked at fluoroscopy. 

Keep the needle close to the upper border of the 
sixth rib. To aspirate, use a short-beveled 18-gauge 
needle connected to a syringe via a three-way stop- 
cock. Direct the needle toward the spine while 
maintaining suction. Do not advance further when 
pulsations are transmitted to the needle; withdraw 
and repeat procedure. If fluid is not obtained after 
three advances, the procedure should be aban- 
doned. If fluid is encountered, it is safe to continue 
removing fluid as long as it is easily suctioned. 

Further treatment depends on the diagnosis es- 
tablished by study of fluid. 


Digitalis Intoxication 


When heart failure reappears in the digitalized 
patient, there is usually no indication for increasing 
the maintenance dose of digitalis. Increasing sodium 
excretion or decreasing sodium intake now becomes 
more important. The apical rate can be used as an 
index of the effect of digitalis only when there is 
auricular flutter or fibrillation. 

The “average” digitalizing dose of a preparation 
is that dose that digitalizes the greatest number of 
patients with the least evidences of toxicity. In the 
individual patient, this is an arbitrary dose. Usually, 
this dose is somewhat short of complete digitaliza- 
tion, but if he is placed on one cat unit of whole leaf 
digitalis daily, he will gradually become digitalized. 
His initial response to therapy is more often a con- 
sequence of the “desalting” measures than we 
realize. Avoid intravenous medication except where 
indicated. Use the same drugs consistently. This 
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leads to an experience that makes dosage selection 
less arbitrary. 

It has been shown that digitalis intoxication may 
become manifest when potassium is depleted. Dur- 
ing intensive diuresis with mercurials, large amounts 
of potassium may be lost, and the patient will now 
present clinical evidences of digitalis intoxication. 

The symptoms and signs are extremely variable. 
They include anorexia, nausea, vomiting, and diar- 
rhea; visual and mental aberrations; any known 
arrhythmia; and aggravation of heart failure. 

The electrocardiographic interpretation of “‘digi- 
talis effect’’ does not necessarily mean digitalis in- 
toxication. More significant are prolongation of the 
P-R interval, increasing depression of the S-T seg- 
ment, the presence of extrasystoles (often in bigemi- 
nal rhythm), and the appearance of arrhythmias. 
Beware of extrasystoles that have dissimilar con- 
figurations. 

The diagnosis can be presumed from the above. 
If in doubt, withhold digitalis and use the ancillary 
measures for controlling heart failure. If the patient 
does not have renal insufficiency and time permits, 
give potassium salts orally in a dose of 2 to 4 Gm. 
every four to six hours. If multifocal extrasystoles or 
ventricular tachycardia are detected, use procaine 
amide hydrochloride or quinidine sulfate. 


Electrolyte Imbalance 


The risk of electrolyte imbalance exists in every 
patient in whom a serious attempt is made to in- 
crease sodium excretion or to reduce sodium in- 
take. Suspect electrolyte imbalance when any of the 
following occur: mental confusion, failure of uri- 
nary volume to increase after a diuretic, oliguria, 
anuria, or aggravation of congestive heart failure. 

Review the present regimen. Is ammonium chlor- 
ide being used with mercurial diuretics to protect 
against excessive chloride losses? Is the cation ex- 
change resin balanced with potassium? Is the in- 
take of calcium adequate in the patient on resins? 


Has there been excessive sweating or diuresis? 

If the patient and physician are alert, this situa- 
tion is largely preventable. Minor degrees are treat- 
able by suspending for a few days, those measures 
designed to produce sodium (and chloride) deple- 
tion and by modifying the program in accordance 
with the review. 

If improvement is not prompt, hospitalization is 
indicated. Ideally, flame photometry is indicated to 
evaluate the levels of sodium and potassium. It is 
not always possible to reconstruct the deficiency 
from the clinical picture and the usually available 
blood chlorides, carbon dioxide combining power, 
and blood urea nitrogen. Low chloride syndromes 
usually present as a hypochloremic alkalosis with 
varying degrees of azotemia. Low sodium states pre- 
sent usually as an acidosis with varying degrees of 
azotemia. With flame photometry, it is possible to 
treat specifically—ammonium chloride for low 
chloride states, hypertonic saline for true salt de- 
pletion (sodium chloride), and sodium lactate for 
low sodium states. 

If flame photometry is not available, and the usual 
chemistries are not classical as indicated above, the 
safest measure is the slow intravenous injection of 
2 to 5 per cent sodium chloride solution in 250 cc. 
amounts, followed by a period of observation. 

The electrocardiogram is helpful in suspecting 
alterations in potassium. Hyperpotassemia usually 
presents tall, peaked T waves; hypopotassemia pre- 
sents increasing inversion of the T waves. The 
changes are not diagnostic, but observation of 
changes in the T waves with therapy establishes the 
diagnosis in retrospect. In the absence of renal in- 
sufficiency, 4 Gm. of potassium chloride can be 
given slowly in 1,000 cc. of 5 per cent glucose in 
distilled water over a period of two hours. It may 
also be used by mouth. Reversion of inverted T 
waves to normal confirms an original suspicion of 
hypopotassemia. 

Finally, it is easier to prevent electrolyte imbal- 
ance than it may be to treat it. 
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Cips from Other Journals 


Head Pain from Cervical Disease 


In unis discussion of syndromes resulting from pres- 
sure on nerves by lesions of the cervical spine 
(cervical discopathy), Neuwirth emphasizes that 
not all cases show distinctive segmental sensory, 
motor, and reflex changes affecting the arm. Some- 
times the chief symptoms are pains in the pre- 
cordium, face, or cranium. He believes that these 
ectopic pains result from involvement of sympa- 
thetic nerve fibers. He notes that, in the head and 
face, the pain follows the distribution of blood ves- 
sels. He therefore warns that in all cases of head- 
ache and facial pain of obscure origin, attention to 
the cervical spine is an important part of diagnosis. 
Craniofacial pain due to disease of the cervical 
spine is constant, dull, and deep seated. It tends to 
be aggravated by many factors—emotional upsets, 
straining, movements of the head and neck. 
Neuwirth believes that most patients having 
cervical discopathy can be relieved of their symp- 
toms by stretching of the cervical spine by means of 
traction. In his opinion, surgical measures should 
be reserved for patients who are not benefited by an 
adequate trial with physical measures or in whom 
cord compression is either present or imminent 


(Ann. Int. Med., 37:75, 1952). 


Dietary Cholesterol 


Tue influence of dietary cholesterol on the develop- 
ment of hypercholesterolemia in humans is receiv- 
ing a lot of attention because of the supposed rela- 
tionship between hypercholesterolemia and athero- 
sclerosis. Knowing that there is normally a rise in 
blood cholesterol during pregnancy, Moses and 
associates tested the effects of feeding additional 
cholesterol during this period. 

One group of thirty-five pregnant women were 
fed a usual hospital diet from the fifth month of 
pregnancy to term. Another group of thirty women 
received two grams of cholesterol a day in addition 
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to the hospital diet. Blood lipid values were com- 
pared repeatedly in the two groups, and it was 
found that the extra cholesterol had no effect on 
these values (Circulation, 6:103, 1952). 


Thromboembolism in Myocardial Infarction 


In a study of 210 consecutive cases of acute fatal 
myocardial infarction untreated with anticoagu- 
lants, Jordan, Miller, and others found that intra- 
cardiac mural thrombi develop most often in the left 
ventricular cavity. The chief predisposing factors 
were a large-sized infarct and congestive heart 
failure. 


(5 fatal) 


--Lungs 
(13 fatal) 


(none fatal) 


(none fatal) 


Mesentery 
(2 fatal) 


All extremities 
(2 fatal) 


Incidence and location of systemic and pulmonary 
arterial “occlusions” in the 52 patients having 
vascular “occlusions” among 210 cases of acute 
myocardial infarction. (Circulation, July, 1952) 
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In this same series of cases, there were fifty-two 
instances of systemic and pulmonary arterial oc- 
clusions, distributed as shown in the accompanying 
diagram. Again coexistent congestive failure was an 
important predisposing cause of these occlusions 
(Circulation, 6:1, 1952; 6:7, 1952). 


Morgagni-Adams-Stokes Syndrome 


In a review of the Morgagni-Adams-Stokes syn- 
drome, de Boer of Holland describes the various 
mechanisms that may account for the periodic un- 
consciousness of this syndrome. The mechanisms 
are as follows: 

1. Preautomatic pause—a delay in onset of idio- 
ventricular rhythm as incomplete heart block shifts 
to complete heart block. 

2. Ventricular fibrillation or flutter—occurring 
in episodes in cases of complete heart block. 

3. Periods of Luciani—pauses of longer duration 
alternating with groups of systoles in cases of com- 
plete heart block. 

4, Paroxysmal bradycardia—sudden slowing of 
ventricular rate (without preautomatic pause) as 
heart block suddenly increases in degree. 

5. Paroxysmal bigeminy—sudden halving of 
pulse rate due to presence of ineffective extrasys- 
toles alternating with normal beats. 

6. Vagal inhibition—paroxysmal complete heart 
block resulting from periodic intensification of vagal 
function. (In this category the author probably in- 
cludes some cases that American authorities would 
classify under carotid sinus syncope.) (Ann. Int. 


Med., 37:48, 1952.) 


Congenital Hemolytic Anemia 


In THE past few years, serial studies of patients with 
congenital hemolytic anemia (hereditary spherocy- 
tosis) have revealed that at least some of the “‘crises” 
of this disease are not attributable to accelerated 
hemolysis. 

Instead, the critical aggravation of anemia is 
shown to result from a failure of delivery of cells 
from the bone marrow to the blood stream. One 
investigator noted that granulocytopenia, thrombo- 
cytopenia, and reticulocytopenia marked the crisis, 
and he therefore ascribed the condition to tempo- 
rary marrow aplasia. 

Recently, Battle has supported the idea that 
crises result from marrow aplasia. He opportunely 
studied concurrent crises in three young brothers 
having hereditary spherocytosis. He reported that 


a crisis often is set off by an intercurrent infection 
and that the critical period is characterized by 
marrow aplasia (or maturation arrest), reticulocy- 
topenia, and lack of icterus. The seemingly para- 
doxical decline of icterus is explained by the fact 
that fewer erythrocytes are delivered from marrow 
to peripheral blood where they might undergo 
hemolysis. 

Battle treated his three patients simply by wait- 
ing until their crises cleared spontaneously. Al- 
though he gave blood transfusions to one patient, 
he noted that there is no evidence that transfusions 
speed recovery from a crisis. He purposely de- 
ferred splenectomy until the crisis was over, be- 
cause he believed that the risk of the operation is 
unduly increased during the stage of acute crisis 
(Am. J. M. Sc., 224:82, 1952). 


Family History of Diabetes 


Many authorities emphasize the importance of 
family history in diagnosis of diabetes mellitus. It 
has repeatedly been stated that patients who have 
the disease (or who will later develop it) have a 
much higher incidence of diabetes in their families 
than have nondiabetics. 

The validity of this belief is open to question, in 
view of a recent report by Mirsky and co-workers. 
They conducted a “diabetic survey” in 362 male 
physicians in Cincinnati. Four were already known 
to have diabetes. Of the remaining 358, about 30 
per cent reported a history of diabetes in some mem- 
ber of the family, but only two of these physicians 
were found to have the disease. 

The incidence of a positive family history for 
diabetes among nondiabetic male physicians is 
similar to that reported by Joslin and others for 
men with diabetes. Since the actual incidence of 
diabetes among physicians is not in accord with the 
idea that a positive family history is related to the 
inheritance of diabetes, some other factor must be 
responsible for the high incidence of positive family 
history in male physicians. Perhaps the other factor 
is a greater awareness of familial illnesses, but in 
any event, the importance of a positive family his- 
tory is depreciated since it is not universally ap- 
plicable (Metabolism, 1:307, 1952). 


Treatment of Acute Cholecystitis 


ALTHOUGH some surgeons advocate early surgical 
treatment of acute cholecystitis, and although a 
diminishing number urge that surgery be delayed 
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until a quiescent stage, Mustard and Custer believe 
that each case must be treated as an entity. In their 
own practice they found that energetic conserva- 
tive treatment tided over the great majority of pa- 
tients, and permitted the surgeon to remove the 
gallbladder six to eight weeks later, when conditions 
were more favorable. 

Conservative treatment consisted of immediate 
hospitalization, Demerol with atropine for pain, 
starvation for severe attacks, maintenance of hydra- 
tion and nutrition by means of parenteral fluids, 
and control of infection with antibiotics. 

They operated during an attack when signs of 
spreading infection appeared along with a mass and 
rising temperature and pulse rate, and leukocyte 
counts exceeding 20,000. 

With these methods, the authors’ results sup- 
ported their conclusion “that every case of acute 
cholecystitis should be approached with the idea of 
conservatism uppermost in the surgeon’s mind” 


(Surg., Gynec. ¢ Obst., 95:59, 1952). 


Quinidine in Myocardial Infarction 


Some physicians have administered quinidine rou- 
tinely to patients with acute myocardial infarction. 
This practice developed because it had been shown 
some years ago that mortality from experimental 
myocardial infarction in dogs could be reduced 
when the animals received quinidine. It seemed 
logical to apply these results to humans because the 
good influence of quinidine in the animals had been 
shown to result from a reduction in the incidence of 
ventricular tachycardia and ventricular fibrillation, 
and it was known that some patients die unexpec- 
tedly because of these arrhythmias. 

Recently Cutts and Rapoport have evaluated the 
routine use of quinidine in acute myocardial infarc- 
tion. They found that the drug caused premature 
beats to disappear in some cases. Otherwise it was 
without influence on the incidence of recorded 
arrhythmias. Evidence was not obtained that ad- 
ministration of quinidine affects mortality rate or 
prevents sudden death. Indeed, this latter hazard 
may have been somewhat increased when larger 
doses of the drug were given (0.4 to 0.6 Gm. every 8 
hours) (New England J. Med., 247:81, 1952). 


Dicumarol for Myocardial Infarction 


FELDMAN and associates have presented data that do 
not favor routine use of Dicumarol in treatment of 
acute myocardial infarction. The authors gave the 
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Dicumarol-treated group and control group 


inf, 


in treatment of acute my 


anticoagulant to alternate patients. The control 
group was comparable to the treated group in all 
important respects except that the incidence of 
angina pectoris was higher in the treated group; 
this fact had no effect upon the study. The essential 
results are shown in the accompanying diagram 
(Am. Heart J., 44:112, 1952). 


“Sed” Rates in Myocardial Infarction 


For some time it has been known that an increase 
in erythrocyte sedimentation rate is a valuable di- 
agnostic adjunct in cases of myocardial infarction. 
Plotz has recently restudied the matter in one hun- 
dred consecutive cases of acute myocardial infarc- 
tion. He found that the sedimentation rate was 
rapid at some time during the illness in all but three. 
These three patients had congestive heart failure, a 
condition known to reverse a tendency toward an 
increase in sedimentation rate. 

Plotz noted that, for about twenty-four hours after 
the onset of myocardial infarction, the sedimenta- 
tion rate was not influenced. During the second day, 
there was a better than 50 per cent chance that the 
rate would be fast, and this finding therefore had 
considerable diagnostic importance. After forty- 
eight hours, practically all rates that were going to 
be fast were found to be so. 

There was no correlation of the height of the 
sedimentation rate with severity of illness or ulti- 
mate prognosis. The majority of rates returned to 
normal by the end of three weeks. In cases of more 
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severe infarction, rates tended to remain fast for 
longer periods, and the author used this as an indi- 
cation for keeping the patients in bed longer than 
in the usual case. However, there were a number of 
instances in which it turned out that the persistently 
fast rates were due to conditions outside the heart 
(unsuspected malignant neoplasms, pulmonary tu- 
berculosis, etc.) (Am. J. M. Sc., 224:23, 1952). 


Fatal Bronchial Asthma 


ALTHOUGH death from bronchial asthma is uncom- 
mon, it does occur in all age groups. Bullen reviewed 
the records of 176 asthmatic patients who died in 
the hospital. In ninety-four cases, asthma was the 
primary cause or a strong contributing cause to the 
terminal illness. In the remaining eighty-two cases, 
there was a past history of asthma. Autopsy studies 
were made in 132 cases. 

The author believed, on clinical grounds, that 
asthma was the cause of death in about one-third of 
the 176 patients. In this group, the disease followed 
a typical course. After periods of uncontrollably 
severe dyspnea, with increasing cyanosis and coma, 
there was gradual cessation of respiration and heart 
beat. In two or three instances, administration of 
morphine may have been a contributing factor. 
Also, the author speculated that ‘gaseous narcosis” 
from retention of CO, in the blood may have played 
a part in causing the coma that so often preceded 
death. 

In patients who died solely from asthma, the 
pathologic findings included edema of bronchial 
mucous membrane and varying degrees of blockage 
of the lower air passages by tenacious secretions. 
Other prominent causes of death were heart disease 
and pulmonary infections (J. Allergy, 23:193, 
1952). 


Delayed Symptoms in Extradural Hematomas 


ALTHOUGH many cases of subdural hematoma have 
appeared in the literature in which the onset of 
symptoms was delayed for several weeks or months, 
it has generally been considered that in extradural 
hematomas the onset of symptoms is more rapid. 
King and his associates have reported eight cases of 
extradural hematoma in which a lapse of from eleven 
days to six weeks occurred between the injury and 
operation. All of these patients survived surgery, 
although in one, permanent brain damage resulted. 

The authors also pointed out that extradural he- 
matomas are occasionally due to bleeding from 


veins accompanying the middle meningeal artery 
rather than from branches of the artery itself. This 
type of hemorrhage occurred in four of the six 
cases, and they believed that it may have accounted 
for a more gradual onset of symptoms. Deaths in 
some series of extradural hematomas are probably 
due to brain damage in addition to the hemorrhage 
itself. 

These lesions are apt to occur in young children 
in whom the symptoms may be somewhat different 
than in adults. In children, shock due to loss of 
blood within the hematoma is more common, initial 
loss of consciousness is rare, local swelling of the 
scalp at the site of injury is a common finding, and 
ruptured veins are more often the cause of the 
bleeding. Although skull fracture has commonly 
been considered a necessary concomitant of extra- 
dural hemorrhage, the authors found no fracture 
in two of their eight cases. Surgical intervention 
must be performed at the earliest possible moment 
after the diagnosis is made, or the mortality will be 


high (Surgery, 31: 839, 1952). 


“Barn Itch” 


Jutson and Buckley have described “barn itch” as 
a fungus disease caused by Trichophyton faviforme, 
transmitted to man through local contact with 
cattle or horses. Trauma is often a predisposing fac- 
tor, the initial skin lesion developing within a few 
days at the site of a burn, an abrasion, or a lacera- 
tion. 

There are four clinical types: (1) typical ring- 
worm patches; (2) a nodular form (rare); (3) 
sharply demarcated, swollen, erythematous areas 
containing follicular pustules; (4) boggy masses 
covered with crusts and having multiple sites of 
purulent drainage. The last two types run a self- 
limited course of four to eight weeks and require 
only symptomatic treatment for relief of local dis- 
comfort. The ringworm and nodular types of lesions 
respond to administration of saturated solution of 
potassium iodide, five drops three times a day 
(New England J. Med., 246:996, 1952). 


Folinic Acid for Sprue 


Foutnic acid (citrovorum factor) is an active prin- 
ciple isolated from enzymatic digests of liver. It is 
related functionally and structurally to folic acid. 

Romero, Vizcarrondo, and Rodriguez-Molina 
have shown that folinic acid is qualitatively as effec- 
tive as folic acid in the treatment of sprue. Intra- 
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muscular injections of the new drug promptly con- 
trolled clinical symptoms of the disease, and 
hematologic improvement was adequate in five out 
of six cases (Am. J. M. Sc., 224:9, 1952). 


Cation Exchange Resins 


Amonc other metabolic studies of action of cation 
exchange resins, Bonner reported on the use 
of these agents for prevention of edema in patients 
receiving ACTH. He found that the resins were 
effective for this purpose, but concurrently they 
caused alarming drops in serum potassium levels. 
The tendency to hypopotassemia could not be con- 
trolled by giving large doses of potassium by 
mouth. Bonner therefore concluded that the resins 
should not be used for prevention of sodium and 
water retention in ACTH-treated patients (New 
England J. Med., 247:158, 1952). 


Obesity and Amenorrhea 


In A purely statistical study, Rogers and Mitchell 
found that the incidence of obesity is significantly 
higher in women having amenorrhea than in women 
with normal menstrual cycles. The study did not 
attempt to show a causal relationship between 
obesity and amenorrhea, or that the conditions have 
a common etiologic factor. However, the authors 
speculated that they might both have their origin 
in hypothalamic dysfunction (New England J. Med., 
247 :53, 1952). 


Cancer of Prostate 


For detection of metastases from carcinoma of the 
prostate, histologic study of bone marrow aspira- 
tions is a valuable diagnostic adjunct, according to 
Clifton and co-workers. In fifty-seven consecutive 
cases of prostatic cancer, they found positive bone 
marrow aspirations in nineteen, including five cases 
with no x-ray evidence of bone involvement. Mar- 
row from the manubrium was just as useful as 


iliac crest marrow (Am. J. M. Sc., 224:121, 1952). 


Breast Cancer 


From A survey of data on 1,056 women with cancer 
of the breast, Shimkin and associates at the Univer- 
sity of California Hospital reached a conclusion that 
is dishearteningly usual. They found that, with 
existing methods of diagnosis and treatment, delay 


in starting treatment is a tremendous barrier to 


improvement of prognosis in this disease. 


GP ¢ November, 1952 


They made this estimate: “If all patients had 
delay of less than 1 month from apparent onset to 
treatment, a 5-year survival of 60 per cent could be 
achieved. This is 20 per cent above the actual 40 
per cent obtained in this series, and 40 per cent 
above the 20 per cent survival to be anticipated 
among women with untreated breast cancer” 
(Surg., Gynec. ¢ Obst., 94:645, 1952). 


Edema of Pregnancy 


ADMINISTRATION of a cation exchange resin effective- 
ly mobilized edema fluid in almost all of a small 
group of ambulatory pregnant women who took the 
drug for that purpose. Penman prescribed the resin 
in doses of 15 Gm. three times a day, and patients 
were instructed to omit salt from their diets. The 
treatment was apparently quite safe. 

There were two disappointing features in this 
study. First, about one-fourth of the women refused 
to take the drug because it seemed to provoke vom- 
iting or was unpalatable. Second, two patients were 
relieved of edema and nevertheless developed pre- 
eclampsia (Am. J. M. Sc., 223: 657, 1952). 


G-I Lesions of Uremia 


In a pathologic study of 265 fatal cases of uremia, 
Mason found that 60 per cent showed lesions of 
various kinds in the gastrointestinal tract. Hemor- 
rhagic lesions predominated, but there were ulcera- 
tive and necrotic changes in almost one-fifth of the 
cases. The various lesions occurred mainly in the 
esophagus, stomach, cecum, ascending colon, and 
rectum. These findings help us to understand the 
prominence of digestive symptoms (including hem- 
orrhage) in the terminal stage of kidney disease 
(Ann. Int. Med., 37:96, 1952). 


Atopic Dermatitis and Nephritis 


In A series of forty-one cases of atopic dermatitis, 
Steiner found seven cases with urinary abnormali- 
ties suggestive of diffuse glomerulonephritis. Simi- 
lar abnormalities were not discovered in a control 
group of twenty patients having various other skin 
diseases of differing severity and extent. 

The author believed that the evidence of renal 
involvement represented an allergic response of 
the kidneys similar to the allergic response in the 
skin. In four of the cases, the “nephritis” paralleled 
the intensity of the atopic dermatitis (Wew England 
J. Med., 247:201, 1952). 
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Determination of Capillary Fragility 


ALTHOUGH determination of capillary fragility is 
acknowledged to be an important part of the diag- 
nostic work-up of patients having a hemorrhagic 
disorder, it must be recognized that results vary 
according to the test employed and for other rea- 
sons. Some of the variation of results with tests in 
women is accounted for by cyclic “hormonal” in- 
fluences, according to Salvatore. Thus, he found 
that compression of a woman’s arm with a blood 
pressure cuff is likely to produce more petechiae at 
the time of a menstrual period than at other times 
during the month (Surg., Gynec. ¢& Obst., 95:13 
1952). 


Acute Myocardial Infarction 


Littman has used anticoagulant therapy selectively 
in treatment of 169 patients with acute myocardial 
infarction. Only poor-risk patients were given hepa- 
rin and Dicumarol. Although other definite criteria 
were used for classification of patients, the author 
became convinced that decision for or against ad- 
ministration of anticoagulants could best be made 
on the basis of initial clinical appearance. Specifi- 
cally, poor-risk patients had heart failure, persistent 
shock, high fever, or intractable pain. 

Littman emphasized the use in all patients of 
other nonmedicinal measures for prophylaxis of 
thromboembolism. These included (1) limited seda- 
tion; (2) encouragement of activity in bed; (3) 
elevation of the head of the bed on ten-inch blocks 
and use of a footboard to encourage frequent change 
of position and use of leg muscles; (4) light massage 
of the legs; (5) use of the toilet from the first day 
except for extremely ill patients; and (6) early 
ambulation—with rare exceptions all patients were 
walking by the third week (New England J. Med., 
247 :205, 1952). 


Gastrojejunal Ulcer 


Ir Is now accepted that gastroenterostomy is an un- 
satisfactory procedure for treatment of most duo- 
denal ulcers because of the danger of development 
of gastrojejunal ulcers. The latter also frequently 
complicate gastrectomies for the treatment of peptic 
ulceration. In a ten-year study of these procedures 
Weinstein and Colp have followed seventy-nine 
patients who developed stomal ulcers, forty-two 
after gastroenterostomy and thirty-seven after gas- 
trectomy. These patients had had ulcer symptoms 
from three months to thirty years prior to their 
original surgery, and developed first evidence of re- 


currence on an average of 5.2 years after operation. 

The most frequent symptom of gastrojejunal ulcer 
was pain, occurring in 59 per cent of the cases. It 
frequently was severe, midepigastric in location, but 
occasionally felt in the periumbilical region or left 
upper or lower quadrant. Radiation to the shoulder 
and back was not uncommon. Although sometimes 
relieved by food and alkalies, it occasionally was not 
helped by medication. Physical examination pre- 
sented little of diagnostic value except for abdom- 
inal tenderness, usually in the left upper abdomen. 
X-ray studies revealed persistent patches of barium 
near the stoma, a deformity of the adjacent jejunal 
mucosal pattern, or progressive narrowing of the 
stoma. 

The most successful method of treatment of 
stomal ulcers, as indicated by a ten-year following 
of cases, was found to be subtotal gastrectomy of the 
Billroth II type, accompanied by vagotomy. Vagot- 
omy alone was recommended only for poor-risk 
patients. 

When gastrectomy alone was performed in those 
patients who had originally been treated by gastro- 
enterostomy, the stomal ulcers recurred in 25 per 
cent of the cases. When gastrectomy plus vagot- 
omy was employed, only 11 per cent recurred. Re- 
section of an additional segment of stomach for 
stomal ulcer after gastrectomy resulted in a 31 per 
cent recurrence rate. Vagotomy alone in the first 
group carried a 33 per cent, and in the second a 41 
per cent rate of recurrence (Surgery, 32, 96, 1952). 


Wound Healing in Anemia 


ALTHOUGH it has commonly been assumed that the 
healing of wounds is retarded by anemia, recent 
experimental work by Watterman and his associ- 
ates would tend to indicate otherwise. These in- 
vestigators have produced anemia in rats by with- 
holding iron and feeding them on cow’s milk, 
beginning twenty-six days after birth. Progressive 
anemia was produced which reached a level of 5 to 
7 Gm. of hemoglobin per 100 ml. of blood in one to 
three months. A further drop in hemoglobin con- 
centration of from 1 to 2 Gm. per 100 ml. usually 
occurred during postoperative healing, while ani- 
mals fed milk with iron maintained a practically 
constant hemoglobin concentration. 

Open wounds, consisting in rough full thickness 
skin defects, were produced in these animals and in 
normal controls. Others were subjected to laparo- 
tomy incisions. Contrary to expectations, no initial 
lag period was observed in the healing curve. There 
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was some contraction of the wound area within the 
first day, and after this there was a brief lag period 
of one to two days. Closure of the wound then pro- 
ceeded rapidly until the ninth day, after which the 
healing process slowed progressively until complete 
healing had occurred. 

The authors found no evidence that severe 
anemia of two to six weeks’ duration prior to opera- 
tion and existing through the postoperative period, 
exerted any influence, deleterious or otherwise, on 
the closure of open wounds, or in the healing of 
laparotomy incisions in albino rats (Surgery, 


31: 821, 1952). 


Carcinoma of Liver and Biliary Tract 


Tue fact that tetraiodophenolphthalein is concen- 
trated in the liver has been utilized by Koeffler and 
his associates for the development of a incthod of 
radiation treatment for malignant tumors of the 
liver and gallbladder. When a radioactive form of 
tetraiodophenolphthalein was injected into dogs, 
it was found that approximately the same concen- 
tration appeared in the liver and gallbladder as with 
the nonradioactive form. 

The compound was administered to four patients 
known to have carcinoma of the liver or gallbladder. 
One patient is living, and has shown no increase in 
size of the tumor mass. The remaining three sur- 
vived for only short periods. It was the opinion of 
the authors that although it seems probable that 
radioactive tetraiodophenolphthalein does not pro- 
duce radiation in sufficient quantities to be effective 
in cancer of the gallbladder, it may possibly be 
effective for tumors of the liver. They re-empha- 
sized the possibility of treating selectively with 
radiation those areas of the body for which certain 
compounds have specific affinities (Am. J. Roent- 


genol., 67: 964, 1952). 


Platelet Transfusions 


A NUMBER of investigators have described the bene- 
ficial hemostatic effect of transfusions of platelet- 
rich polycythemic blood to patients with idiopathic 
thrombocytopenic purpura. Now Minor and Bur- 
nett have devised a method for preparation of plate- 
let concentrates from normal human blood collected 
in the usual way. Transfusions of these platelet 
concentrates have a potent hemostatic effect—can 
effectively tide the thrombocytopenic patient over 
a critical hemorrhagic phase of his disease (Blood, 

7:693, 1952). 
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Syphilitic Heart Disease 


By REPORTING thirty-six cases of syphilitic heart dis- 
ease in patients past 60 years of age, Zeman and 
Storch hoped to emphasize that this disease is not 
unusual in older people. As a matter of fact, their 
review of the literature indicated that a little more 
than 20 per cent of all reported cases were in this 
age group. 

Diagnosis of syphilitic heart disease in older pa- 
tients is obscured by two factors: (1) a disinclina- 
tion of physicians to think of this diagnostic possi- 
bility, and (2) frequent coexistence of other etiologic 
types of heart disease. The chief diagnostic features 
are (1) a predilection for men; (2) a positive sero- 
logic test for syphilis or a history of syphilis or of 
treatment for that disease; (3) discovery of aortic 
dilatation or aortic regurgitation or both; (4) com- 
mon association of other types of heart disease. In 
connection with this last feature, the authors found 
that certain associations thought to be very rare 
were not so unusual after all. Thus they reported 
a rather high incidence of auricular fibrillation 
(seven cases) and noted occasional examples of bac- 
terial endocarditis and of rheumatic aortic stenosis 
coexisting with cardiovascular syphilis (Ann. Int. 
Med., 36: 1423, 1952). 


TEM in Neoplastic Diseases 


Wricut and her associates have treated forty-two 
patients having neoplastic diseases with triethylene 
melamine (TEM) administered orally. The most 
dramatic improvement was noted in patients with 
lymphosarcoma, Hodgkin’s disease, chronic my- 
elogenous leukemia, and chronic lymphatic leu- 
kemia. There was moderate improvement in pa- 
tients with fibrosarcoma, reticulum cell sarcoma, 
and mycosis fungoides. There was no improvement 
in patients having carcinoma. Fifty mg. of pyridox- 
ine, administered orally simultaneously with the 
triethylene melamine, significantly decreased the in- 
cidence of nausea and vomiting associated with ad- 
ministration of triethylene melamine (Arch. Int. 
Med., 89: 387, 1952). 


Ocular Periarteritis Nodosa 


ALTHOUGH it has been known that ocular involve- 
ment occurs in from 10 to 20 per cent of cases of 
periarteritis nodosa, little emphasis has been placed 
upon the importance of corneal ulcers in this dis- 
ease. Ocular symptoms frequently recognized have 
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been ptosis, exophthalmos, involvement of extrinsic 
muscles, ce~junctival edema, retinal hemorrhages 
and exudates, and optic neuritis. 

Wise has reported two cases however, in which 
the presenting symptom was corneal ulceration. In 
one, the diagnosis of periarteritis nodosa was not 
suspected until the second month of hospitalization, 
but in the second it was made more promptly. 

The author stated that although eosinophilia and 
cutaneous manifestations are thought to be common 
in periarteritis nodosa, they are seen relatively in- 
frequently. In the cases which he presented, lesions 
were seen in the fundus. These could not be visual- 
ized well because of the corneal ulcerations, but 
since hypertension was not present in either case, it 
seemed that the lesions were due to direct involve- 
ment of the choroid. The author expressed a belief 
that a more careful examination of the eye, particu- 
larly the choroid in the presence of corneal ulcera- 
tions, may aid in the more accurate diagnosis of this 


disorder (Arch. Ophth., 48: 1, 1952). 


Difficult Labor 


In HIS analysis of the cause and prevention of diffi- 
cult labor, Baird noted that the economic status of 
patients had considerable influence. In higher in- 
come groups, patients had more difficulty because 
they delayed childbearing until later in life, had 
smaller families (therefore relatively more first 
births), and were more afraid of difficult labor 
(therefore more operative interference for relatively 
slight cause). On the credit side, these women were 
better fitted physically for labor, and they escaped 
the complications of high parity (shoulder presenta- 
tion, prolapsed cord, placenta previa, rupture of the 
uterus). 

In lower income groups, poor physical fitness and 
serious complications of high parity were detrimen- 
tal influences, somewhat counterbalanced by ten- 
dencies to childbearing at an earlier age, by the ease 
of labor that comes with multiple births, and by rela- 
tively less fear of labor (Am. J. Obst. e& Gynec., 63: 
1200, 1952). 


Intravenous Fat 


Van Irate and his co-workers have used fat emul- 
sions intravenously as a convenient method for the 
administration of a large supply of calories in a 
small volume of fluid. As much as two liters of fat 
emulsion providing 3,200 calories have been given 
to patients in a twelve-hour period, without un- 


toward response (Arch. Int. Med., 89: 353, 1952). 
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Carcinoma of Intrathoracic Trachea 


CAHAN reports a case of carcinoma of the intra- 
thoracic trachea treated by excision of carcinoma 
and repair of the tracheal defect with tantalum mesh 
gauze and fascia lata. Sixteen months after the 
successful operation, the patient was still alive, and 
he had no evidence of disease or of a narrowing of 
the lumen of the trachea. (J. Thoracic Surg., 23: 513, 
1952). 


Tuberculosis of the Stomach 


ALTHOUGH tuberculosis of the stomach is rare, 
Gaines and his associates recommend that the diag- 
nosis be considered in a young patient who has a 
demonstrable lesion in the stomach which does not 
respond to conservative management, and who has 
in addition, one or a combination of the following 
findings: (a) tuberculosis infection elsewhere, (b) a 
positive tuberculin reaction in the absence of 
demonstrable tuberculosis in other organs, (c) a 
palpable mass, (d) x-ray evidence of a fistula or sin- 
us, (e) involvement of the stomach and duodenum 
simultaneously. A precise diagnosis cannot be made 
by x-ray examination alone, and therefore history, 
physical examination, and x-ray findings must be 
correlated in order to establish the diagnosis. Gastric 
tuberculosis mimics gastritis, peptic ulcer, and gas- 


tric carcinoma (Radiology, 58: 808, 1952). 


Anemia of Scurvy 


From their studies of experimentally induced 
scurvy, Proehl and May concluded that there was 
no evidence of a direct specific function of vitamin 
C in blood formation. Scorbutic anemias were of 
two types—megaloblastic due to deficiency of other 
nutrients (notably folic acid), and normoblastic due 
to loss of iron by hemorrhages from mucous mem- 


branes (Blood, 7:671, 1952). 


Pleural Effusion After the Age of Fifty 


In a group of 103 cases of pleural effusion in pa- 
tients between the ages of fifty and eighty-seven, 43 
per cent were of carcinomatous etiology, and 35 per 
cent were due to congestive heart failure. Sahn and 
his associates further noted that tuberculosis was 
encountered in only one patient. When the fluid 
was hemorrhagic and when trauma and pulmonary 
infarction could be excluded, carcinoma was in- 
variably the cause of the hemorrhagic effusion (New 
England J. Med., 246: 927, 1952). 
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Information Please 


Perforation of the Eardrum 


Q. 1 see a number of patients with old perforations of the eardrum 
which drain more or less constantly. Assuming the mastoid x-rays are 

_normal, what would you suggest for treatment, and what prognosis 
can you give? | have seen these patients take antibiotics, but have 
never yet seen such a perforation stop draining. 


A. Assuming that the mastoid x-rays show noth- 
ing to indicate that operative measures are neces- 
sary, and that the patient has no vertigo, nausea, 
or persistent headache, my treatment consists in: 

1. Thorough removal of any detritus from the 
canal. 

2. Cleansing of ear with 50 per cent alcohol on an 
applicator. 

3. Otosmosan or Otomide, one-half dropperful in 
ear four times a day with the patient lying on the 
unaffected side for five minutes after application. 

If after two to three weeks there is no improve- 
ment, a dry treatment is substituted. This consists 
in wiping the canal of any secretions, and then in- 
sufflating by means of a powder blower a small 
amount of Sulzberger’s Iodine and Boric Acid 
Powder so that it completely covers the drum area. 
This should be done every other day. 

Care should be taken that infected tonsils, sinus- 
es, or bronchi are not reinfecting the ear. 


Ultraviolet Therapy 


Q. Will you kindly advise me as to the value and indications in the 
use of the Hanovia ultraviolet ray in the body orifices? 


A. “Hanovia” is the trade name for one type of 
ultraviolet lamp. A detailed discussion of the indi- 
cations for the employment of therapeutic ultra- 
violet lamps will be found in a pamphlet entitled 
‘Apparatus Accepted by the Council on Physical 
Medicine and Rehabilitation of the American Medi- 
cal Association,” published by the American Medi- 
cal Association, 535 North Dearborn Street, Chi- 
cago, on February 1, 1950. 

An air-cooled or water-cooled ultraviolet lamp 
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to which is attached a quartz rod to conduct the 
rays into body orifices is occasionally employed in 
the treatment of tuberculous sinuses, sluggish or 
indolent wounds, or tuberculous lesions of the 
mucus membrane of various body orifices. Local 
exposure to ultraviolet rays of circumscribed tuber- 
culous lesions of the urinary bladder has been 
shown to yield distinctly favorable results, but the 
method requires special applicators which are not 
generally available and, above all, special skill and 
experience in the cystoscopic diagnosis and treat- 
ment of bladder lesions. 


Long-term Dicumarol Treatment 


Q. A woman, age 52, with mitral and aortic stenosis and insufficiency 
of rheumatic origin, recently threw several emboli to the lungs and 
one to the brain. There is no evidence of infection. Should she be 
put on Dicumarol? If so, for life? 


A. The answer to this question depends upon two 
additional pieces of information. 

First, does the patient have auricular fibrillation? 
If so, one might hope to prevent recurrences of 
embolism by restoring and maintaining normal sinus 
rhythm with quinidine. Certainly this should be 
tried in preference to long-term anticoagulant 
therapy. In this connection, a number of authorities 
favor the idea of using heparin or Dicumarol for 
about two weeks before conversion of auricular 
fibrillation is attempted. By this means, they hope 
to minimize the risk of embolism at the moment of 
conversion. 

Second, how serious are the residuals of the epi- 
sode of cerebral embolism? The answer to this ques- 
tion might largely influence the decision to give 
something as complicated and expensive as lifetime 
Dicumarol treatment. 

In the absence of auricular fibrillation, and as- 
suming that the patient’s general condition is good 
enough to justify the effort, theoretically she should 
be kept on adequate doses of Dicumarol for the rest 
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of her life. The fact that she has had several epi- 
sodes of embolism strongly implies that she will have 
more, and Dicumarol should diminish the risk. It 
must be acknowledged however that this has not 
yet been completely proved. 

In addition, there are certain prerequisites to 
long-term administration of Dicumarol. These are 
(1) a co-operative patient, (2) complete familiarity 
of the physician with techniques for using and con- 
trolling the therapy, (3) availability of laboratory 
facilities for careful observation of the effects of the 
drug on the prothrombin time. Lacking any one 
of these prerequisites, the patient is better off with- 
out Dicumarol. (For further discussion, see “Anti- 
coagulant Therapy” by R. P. Gilbert in GP for 
May, 1952, page 75.) 


Scarlet Fever Immunization 


Q. Is immunization of children against scarlet fever still good prac- 
tice, or is reliance upon antibiotics to combat the actual attack 
justified? 


A. Scarlet fever is treated as a streptococcal in- 
fection in accordance with the recommendation 
made by the American Public Health Association in 
their report of 1950 (The Control of Communicable 
Diseases, 1950, Page 124). The latest regulations 
recommend that mo quarantine of the infected in- 
dividual and no prophylactic immunization be in- 
stituted. Two reasons are generally given as con- 
traindications to active immunization with scarlet 
fever toxin. 

(a) Protection is only afforded against the toxin 
and not against the streptococcus. Clinical recog- 
nition of scarlet fever is rendered difficult. 

(b) The reactions encountered during the proc- 
ess of immunization with toxin now available are by 
no means negligible, and consequently a program 
of immunization is not recommended. 

A prophylactic program employing sulfona- 
mides or antibiotics should be used only under 
special conditions in civilian populations. 


Celiac Disease and Megacolon 


Q. What is the latest treatment for a child, three years old, who has 
celiac disease or megacolon? What is the differentiation between 
and the prognosis for these two disturbances? 


A. Celiac disease is a chronic disturbance of 
nutrition of unknown cause in infants and children. 
Fat and carbohydrates are poorly absorbed from the 
intestines. Wasting, a distended abdomen, and the 
passage of large, frothy, pale, foul-smelling stools 


are the cardinal symptoms. The disease is not 
present at birth but usually begins somewhat in- 
sidiously between the age of 10 months and 5 years, 
most commonly during the second year of life. Loss 
of appetite and stunting of growth is the rule. The 
child is usually irritable. The entire intestine is 
hypotonic and dilated. Various dietary treatments 
have been tried with success. Andersen, a great 
authority on the subject, advises protein milk alone 
for days or weeks, then the addition of other pro- 
tein food and gradual addition of carbohydrates. 
Liver extract and vitamin-B complex have also been 
used. A diet in which no starch or complex carbo- 
hydrates, other than lactose found in milk, is often 
successful. Treatment is tedious but prognosis good. 
Megacolon is a congenital disorder of the colon 
with constipation and abdominal distention usually 
dating from birth. The colon is markedly dilated 
and on roentgenographic examination an absence 
of haustral markings is seen. Hard lumps of feces 
can usually be felt in the abdomen. The disease is 
apparently caused by faulty innervation of the lower 
segment of the large bowel. Daily enemas and the 
use of Mecholyl bromide or hydrochloride, 0.1 to 
0.2 Gm. twice daily, sometimes combined with 15 to 
20 mg. of Prostigmin daily, may produce good re- 
sults. Treatment must usually be continued inde- 
finitely. Recently, good results have been obtained 
by surgical removal of a terminal spastic segment of 
the rectum when such a segment can be demonstrat- 
ed by the slow installation of barium into the rec- 
tum. Disturbances in growth and nutrition are 
usually gradual, but the prognosis is bad unless the 
condition can be corrected. Both conditions require 
accurate diagnosis and very careful treatment. 


Prevention of Recurrence of Nephritis 


Q. The patient, a nine-year-old boy, has just recovered from acute 
nephritis. Should he have 300,000 units penicillin each day orally— 
increased during upper respiratory infections, or prophylactic 
treatment only during infections, or no prophylactic treatment or 
other treatment? 


A. Although nephritis is considered to be asso- 
ciated with infection by beta-hemolytic streptococci, 
there have been no studies on the prevention of 
recurrences by the use of penicillin, as have been 
carried out in the case of rheumatic fever. Theoret- 
ically penicillin administered continuously should 
prevent infections by these organisms and thus pre- 
vent further insults to the kidneys. If oral penicillin 
is given, a dose of at least 250,000 units twice a day 
would be preferable. 
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BRITISH COLLEAGUES WORK TOWARD ORGANIZATION 


BY MAC F. CAHAL, J.D. 


Founpers of the American Academy of General 
Practice may take pleasure and justifiable pride 
from the interest that has developed in the past 
year or two among general practitioners in foreign 
lands who, observing the accomplishments of this 
youthful organization, have sought information and 
assistance in the formation of similar associations. 
Helpful advice and extensive printed material have 
been sent in answer to inquiries from Canada, 
Mexico, England, Australia and New Zealand. 

In most of these nations, the status of the move- 
ment toward an exclusive organization for general 
practitioners is about where it was in the United 
States in 1945 and 1946 when a few men of vision 
and action took the first tentative steps which cul- 
minated in the organization of the American 
Academy in 1947. Word of the Academy and the 
success of its program to promote general practice 
have reached interested doctors there by diverse 
routes. These doctors have obviously liked what 
they have heard and read. 

While correspondence is being carried on with 
groups of leaders in several foreign countries, gen- 
eral practitioners in England have come closer to 
achieving an official organization than have even 
those in nearby Canada. 

In his annual report to the Congress of Dele- 
gates last year, the Executive Secretary reported 
on developments in England. Reference was made 
to the fact that the leaders of the movement in 
England had sought assistance in the establishment 
of a Royal Academy of General Practice patterned 
after the American Academy of General Practice. 

For the past year, a steering committee, set up 
by two British general practitioners, Dr. J. H. Hunt 
and Dr. F. M. Rose, working under the chairman- 
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British information Services 
Famous Piccadilly Circus in the heart of London. British general 
practitioners, charged with the health care of the population at large, 
plan to strengthen their profession by establishment of a counter- 
part organization to the American Academy of General Practice. 


ship of the Right Honorable Henry Willink, Q.C., 
and consisting of five general practitioners and five 
other doctors (not in general practice, but dis- 
tinguished in their own fields), has been seeking a 
consensus among members of the profession con- 
cerning the form, scope, and function of a national 
association for general practitioners similar to the 
A.A.G.P. This preliminary research will be com- 
pleted in another month or two and an interim 
report of the findings is expected soon. The Steer- 
ing Committee has functioned as an autonomous 
body, completely independent of the Royal Col- 
leges, the British Medical Association, or the Medi- 
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cal Practitioners’ Union. Its separation from any 
such ties has afforded it complete freedom of action. 

The Committee’s immediate task has been to dis- 
cover the extent to which an independent organiza- 
tion representing general practitioners is considered 
desirable; to determine what it should be called 
and what form it should take, what its function 
should be, and what membership qualifications 
should be set up. Our British colleagues have in- 
vited the Executive Secretary of the American 
Academy of General Practice to visit England and 
assist in the implementation of the new organiza- 
tion when the committee’s work is completed. 

Despite the fact that the first official report of 
the group has not yet appeared, some facts begin 
to be clear. Most of them will sound familiar to 
charter members of the A.A.G.P. 

First, and most basic, is that the organization is 
wanted, even as it was wanted in the United States. 
According to a recent Medical World Newsletter, 
initial response to the proposal revealed a propor- 
tion of over 50 to one in favor. There is opposition 
—but not from general practitioners. 


Desire To Improve Practice Fundamental 


Further, it is desired not because of grievance 
over remuneration under the National Health 
Service, as is sometimes mistakenly supposed. In- 
vestigation is revealing that the general practi- 
tioner’s primary concern is with maintaining the 
standard of his work. General practitioners fear 
that, as their prestige and professional status drop 
vis-a-vis the specialist, the quality of their work 
will also lower. They want to set up and maintain 
high standards for efficient practice of good medi- 
cine and they believe that the establishment of a 
college of general practice will further this end. 
The recent Danckwerts’ Award and the generally 
favorable proposals of the Working Party have, for 
the time at least, eased the matter of financial pres- 
sures (See GP, September, 1952). 

The name for the proposed body has been given 
thoughtful attention, with ‘College of General 
Practice” presently favored. Thus, the “Royal Col- 
lege of General Practice”’ would take its place be- 
side the venerable Royal Colleges of Medicine and 
Surgery which have their counterparts in this 
country. 

The term “Academy,” as used in the American 
Academy of General Practice, has been ruled out 
on the grounds that, in England, the word has a 
“slightly pretentious connotation,” and ‘denotes 


a particular place, rather than an institution.” 

Nine possible functions for the proposed College 
have been suggested, according to Dr. Hunt. The 
influence of the American Academy’s purposes and 
program is readily discernible in the list of pur- 
poses set forth: 

1. To provide an academic headquarters run by 
practitioners for practitioners, and to speak authori- 
tatively for general practice, both within the pro- 
fession and outside of it. Such a headquarters 
would be academic and educational, and would 
supplement the work of the universities and Royal 
Colleges. 

2. To provide some sort of recognized profes- 
sional academic leadership of their own for general 
practitioners in London and in the provinces. 

3. To formulate policy and to co-ordinate the 
work of various committees which are trying to 
help practitioners. 

4. To influence undergraduate medical training 
so that the medical student is properly prepared 
to undertake work as a general practitioner. 

5. To promote a high standard of postgraduate 
teaching. 

6. To encourage research in general practice. 

7. To act as a repository for the traditions and 
ideals of general practice. 

8. To improve the status and prestige of general 
practitioners. 

9. To improve the quality of general practice by 
setting a high standard and seeking to maintain it. 


Membership Standards a Problem 


The setting up of criteria for membership is be- 
setting the founding fathers with greatest difficulty. 
**To open the membership lists to all general prac- 
titioners in the country would so broaden the base 
that it would turn the organization from the outset 
into a meaningless institution,” says one London 
practitioner. Others argue that to set up standards 
too stringent might create a narrow élite group, 
and make for a situation of mutual distrust between 
the “ins” and the “outs.” Another suggestion is 
to have two classes of membership, an associate 
membership and a fellowship. The following criteria 
are being considered: 

1. Postgraduate Study. Membership to be re- 
newed at stated intervals upon proof of having had 
a requisite number of hours of postgraduate study, 
exactly as in the American Academy. 

2. Evidence of a high standard of practice. 

3. Research work. 
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4. Publication of medical articles. 

5. Teaching. 

6. Organization of medical societies. 

7. Outstanding work in general practice. 

8. Hospital appointments. 

9. Possession of advanced degrees or diplomas. 

Whether any or all of these criteria will be finally 
adopted remains, of course, to be determined. 

With matters still in the stage of discussion, no 
official British medical group has, as yet, put its 
seal of approval on the matter. But many individu- 
als, and much of the medical press, have discussed 
the proposal in print, and favorably. 

The Lancet, referring to the tendency of the 
National Health Service to level both the work and 
the rewards of general practice, declares: ‘This 
underlines once again the need to evolve some 
method of rewarding special merit ... general 
practice, no less than specialties, needs a leavening 
of exceptionally able men and women; and ex- 
ceptional ability often needs to be attracted by the 


British Information Services 


Venerable Big Ben rises above Houses of Parliament in London, 
in which city a committee of general practitioners has been 
sounding out colleagues all over the country about centering 
professional activities in a British College of General Practice 
patterned on the American Academy. 
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prospect of exceptional reward. In this light, the 
formation of a College of General Practice should 
not be long delayed.” 

The Practitioner speaks editorially in words that 
will sound familiar to those who struggled against 
apathy and outright opposition in the early days 
of the American Academy of General Practice: “So 
much lip service has been paid in recent years to 
the sterling qualities of the general practitioner, 
and so little has been done to ensure that these 
qualities should not be lost to the nation, that it is 
not surprising that a movement should have been 
initiated by general practitioners to set up a College 
of General Practice. Of the necessity for immediate 
action to prevent the general practitioners of the 
country from being crushed between the millstones 
of excessive specialization and bureaucracy, there 
can be no doubt, and the correspondence in the 
weekly medical press during the last few months 
has given ample evidence of the widespread anxie- 
ty there is among general practitioners lest these 
high standards which have been the hallmark of 
the family doctor for many generations should be 
swamped by the tidal wave of planning which has 
swept over the profession during the past few 
years. As a bulwark against this unfortunate ten- 
dency, there is much to be said in favor of a College 
of General Practice.” 


Practitioners’ Union Favors Group 


The Council of the Medical Practitioners’ Union 
recently passed the following resolution: 

“That the Council of the Medical Practitioners’ 
Union, conscious of the need to raise standards and 
improve the status of the general practice of medi- 
cine, welcomes the initiative shown by a number 
of doctors in setting up a Steering Committee to 
consider the possibilities of establishing a College 
of General Practice; and, recognizing the impor- 
tance of the work already achieved by this committee, 
recommends that the members of the Union lend 
their support, financial and otherwise, to the fur- 
therance of this praiseworthy task.” 

And The Medical World Newsletter sums up the 
projected program and all work done to date as 
follows: 

“From the evidence ... it would seem that a 
fair degree of unanimity exists with regard to the 
desirability of establishing a College of General 
Practice. Whether the idea will now grow and lead 
to tangible results, or peter out as it did a century 
ago on the first attempt to found such a college, 
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will depend almost entirely on the amount of sup- 
port given by general practitioners themselves. An 
institution is not created by a few enthusiasts un- 
less a solid base of support exists among those it is 
designed to help. If general practitioners want their 
college, now is the moment for them to say so. The 
time is not yet ripe to make a final assessment, nor 
should medical organizations or individual general 
practitioners be asked to give formal support to the 
establishment of a College at this stage. It is in- 
disputable, however, that the preliminary work 
being done by the Steering Committee is very 


GENERAL PRACTITIONER NEED 


Neep for more general practitioners around the 
world, instead of medical specialists, was stressed 
recently by a young Indian doctor, Bishwa Ranjan 
Bagchee, now studying hospital administration in 
the United States. Dr. Bagchee said in part: 

“TI think the United States has some of the finest 
medical schools in the world, but they are pro- 
ducing doctors who are too highly complex and 
specialized. In India, too, we need more doctors 
who are general practitioners.” 

Dr. Bagchee, a retired captain in the Indian 
medical corps, has studied in England, and is pres- 
ently on the staff of the St. Louis Infirmary and an 
administrative resident at Barnes Hospital. After 
his training, Dr. Bagchee plans to return to India 
and join the government health service. 

Shortage of doctors in general around the world 
was also brought out recently by physicians attend- 
ing the World Congress of Jewish Physicians in 
Jerusalem. According to the New York Times, re- 
porting the meetings, Dr. Moshe Sherman of Tel 
Aviv, president of the Israel Medical Association, 
told the 270 delegates that the 3,000 physicians now 
living in Israel are inadequate for their sizeable 
tasks. He called for thousands of physicians to come 
from abroad as reinforcements. 

Israel is said to be particularly short of young 
doctors able to work in immigrant camps and in the 
army. The Israeli government is introducing an 
amendment to the Military Service Act, permitting 
the Defense Minister to conscript doctors up to the 
age of 39 for the armed forces, although the max- 
imum age for compulsory military service is 29. 
Hebrew University graduated its first sixty-three 
physicians in May, but it will take ten years to 
close the gap between supply and demand. 


worthwhile and we believe that it merits the moral 
and financial support of every doctor in the coun- 
try.” 

There appears little doubt that the American 
Academy of General Practice will soon have a sister 
organization in England. Their heritage will be a 
common one; their goals will be identical. As other 
countries follow the example established in the 
United States it seems likely that one day the 
American Academy may become the founder- 
parent of an “International Academy of General 
Practice.” 


1S WORLD WIDE 


Authenticated News Photo 


Need for more general practitioners all over the world is made 
clear by cold statistics, as in Afghanistan, where 100 doctors 
serve twelve million people. Here a child is examined at a health 
center near Kabul developed by the World Health Organization 
and the United Nations International Children’s Emergency Fund. 
Opened in January, 1951, the clinic has a monthly attendance 
of one thousand, though three more child centers have since 
been organized. 


Delegates to the congress were told by Dr. Haim 
Sheba, director general of the Ministry of Health, 
that unregulated immigration into Israel had 
brought 3,000 cases of active tuberculosis, 28,000 of 
inactive tuberculosis, 70,000 of trachoma, 10,000 of 
bilharziasis, and at least 2,000 mental cases. 

Dr. Sheba said that near control of malaria and 
tuberculosis had been achieved but that there was 
spread of infantile paralysis, enteric fever, including 
paratyphoid, and diphtheria. He warned the med- 
ical profession not to “put cure before prevention 
and pity before social justice.” 
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PHYSICIANS’ 


BY NORMAN SUN, Ph.D. 


THE extensive survey of physicians’ incomes made 
in 1950 by the Office of Business Economics of the 
Department of Commerce, in co-operation with the 
Bureau of Medical Economic Research of the Ameri- 
can Medical Association, has provided a good basis 
of statistical information on the subject for the 
period 1929-49. These data, together with the pre- 
vious survey of income in selected professions in 
1941, and the most recent small sample (639 cases) 
surveying income of physicians for 1949-51, also 
done by the Office of Business Economics, plus cur- 
rent research studies on national income, popula- 
tion census, and price indices, have made available 
enough information to make possible some pre- 
liminary studies of trends of physicians’ incomes. 
It should be pointed out, however, at the outset, 
that these trends can only be considered as specu- 
lative hypotheses that the recent statistical data 
reveal to us. As new data are accumulated, such 
hypotheses must be constantly tested for their 
validity. 


Growth of Average Income 


The long-run increase of average net incomes of 
physicians during the period of 1929-51 was more 
pronounced than that of dentists or lawyers but it 
was identical with per capita national income in- 
creases. The short-run increase, however, between 
1947-51, was less than per capita national income. 


INCOMES SHOW UPWARD LEVELING TREND 


Between 1929 and 1951, physicians in non- 
salaried practice increased their average (mean) net 
income by about 157 per cent, as compared with 83 
per cent for nonsalaried dentists, and 58 per cent 
for nonsalaried lawyers (See Table 1). 

The growth of average income of all physicians 
during the same period was 136 per cent, which was 
much closer in line with the 144 per cent increase 
of the average earnings of all nonfarm entrepre- 
neurs, the 128 per cent increase of average income 
of full time employees of all industries, and the 157 
per cent increase of per capita national income of 
the United States. 

In 1929, nonsalaried physicians earned, on the 
average, approximately the same as nonsalaried 
lawyers, but now (1951), the average net income of 
physicians is 54 per cent higher than that of law- 
yers. In 1929, the average net income of non- 
salaried physicians was 22 per cent higher than that 
of dentists. It is now 61 per cent higher. 

The 25 per cent increase of physicians’ incomes 
(both for nonsalaried and for all physicians) be- 
tween 1947 and 1951 is the identical relative in- 
crease as that shown in the income of full time 
employees of all industries, and a relatively slower 
increase than that of per capita national income (33 
per cent) (See Table 1). 

Figures used in the survey represent average net 
incomes before deduction of personal income taxes. 
Rise of the net disposable income would be a much 


Table 1. Mean Net Income of Nonsalaried Physicians, Dentists, and Lawyers, Average Annual Income of Full-Time Employees 
of All industries, and Per Capita National Income, 1929-51. 


full-time 
employees 
(industries) 


per capita 
national 
income 


$1,421 $ 716 
1,306 616 
2,598 1,389 
3,253 1,850 


Source: U.S. Department of Commerce 
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$5,224 $4,267 $5,534 
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Table 2. Average Gross and Net Incomes of Nonsalaried Physicians, 1929-51. 


per cent by which 
mean net exceeds 
median income 


cost of operation 
as percentage of 
average gross income 


median 
net income 


$8,567 

7,020 

7,632 

8,524 
10,969 
13,414 
15,387 
17,385 
16,536 
17,742 
18,921 
19,710 
20,713 
22,798 


$5,224 
4,024 
4,441 
5,047 
6,735 
8,370 
9,802 
10,975 
10,202 
10,726 
11,326 
11,744 
12,324 
13,432 


39.0 
30.0 
36.9 
34.4 


49.0 
40.1 


$3,758 
3,234 
41.8 3,245 
40.8 3,756 
38.6 
37.6 
36.3 
36.7 8,073 
38.3 7,523 
39.5 8,256 
40.1 8,939 
40.4 9,561 
40.6 10,518 
41.1 11,191 


Source: U.S. Department of Commerce 


(Note: Mean income is the arithmetic average of all incomes, or total incomes divided by number of physicians. 
Median income is the income of the physician who is in the middle of the income series. 


Cost of Operation is the difference between gross and net income.) 


smaller figure if the rapid increase of personal in- 
come taxes in recent years were taken into account. 
For example, an average-income, nonsalaried 
physician’s family (with wife and two children) 
would not have had to pay any Federal income tax 
in 1929; while the same size family in 1951 would 
have had to pay a Federal income tax estimated at 
$2,500. 

Growth in costs of practice must also be taken 
into account in arriving at a fair appraisal. During 
an inflationary period, costs tend to rise more 
rapidly for professional men than do their gross 
incomes. For nonsalaried physicians, the average 
net income has been rising at a slower rate than the 
average gross income. Consequently, the gap be- 
tween gross and net average income has been 
widening in recent years. Between 1944 and 1951, 
cost of operation as percentage of average gross in- 
come rose steadily, from 36.3 per cent to 41.1 per 
cent (an increase of 13.3 per cent) (See Table 2). 
If this trend continues, growth of average net in- 
come will be distinctly retarded. 


Fluctuation of Average Incomes 


Fluctuations in average net income of physicians 
have been closely correlated with changes in the 
national income of the United States, although the 
physician’s income fluctuates less in degree than 
does the national income (See Chart 1). 

The decline of physicians’ income, 44 per cent 


from 1929 to 1931 (from mean, $5,224 to mean, 
$2,948) corresponded to a 54 per cent drop in na- 
tional income. Between 1933 and 1940 the average 
net income of physicians increased by 52 per cent, 
while in the same period the national income rose 
by 107 per cent. Since 1940, the rise of physicians’ 
average net income has been 202 per cent. The na- 
tional income has shown a corresponding increase 
of 241 per cent. 


Narrowing of Income Differentials 


The tendency toward a narrowing of income dif- 
ferentials is a significant trend among all physicians, 
nonsalaried and salaried, specialists and general 
practitioners. Trends toward narrowing of income 
have occurred, since 1945, both in separate groups 
of salaried, nonsalaried and all physicians, as well 
as in nonsalaried and salaried groups. 


Incomes of All Physicians 


One evidence of this tendency is indicated by the 
decline of the coefficient of variation which meas- 
ures relative dispersion. The percentage coeflicients 
for nonsalaried physicians’ incomes reduced from 
96.6 in 1945 to 83.6 in 1949. This means that there 
has been a narrowing of spread between high and 
low incomes. 

Another indication of such tendency is found in 
the narrowing of the margin between mean and 
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Table 3. Average Net Income of Physicians, 1945-51. 


1945 


1946 1947 1948 1949 1950 1951 


All physicians 
$10,242 
Median 7,559 


Nonsalaried 


Median . 
All Salaried 


$ 9,493 


$10,112 
7,791 


$10,634 
8,268 


$11,058 
8,835 


$11,538 
9,311 


$12,518 
7,012 10,285 
10,202 

7,523 


10,726 
8,256 


11,327 
8,939 


11,744 
9,561 


12,324 
10,518 


13,432 
11,191 


6,528 
5,706 


7,459 
6,697 


7,943 
7,258 


8,434 
7,678 


8,791 
8,087 


9,542 
8,829 


Per cent by which mean net exceeds 
median net income: 
All physicians 
Nonsalaried 
All Salaried 
Per cent by which average net income of nonsalaried 
exceeds that of all salaried: 


Source: U.S. Department of Commerce 


median net income figures. This indicates the re- 
duction of skewness of dispersion of income in 
favor of the lower half of the income receivers. In 
other words, the lower 50 per cent of income re- 
ceivers is getting closer to the average total income ; 
or, put it this way, the upper and lower halves of 
income receivers are narrowing the gap between 


= NATIONAL INCOME 


= 


= PHYSICIAN'S INCOME 


1929 30 


them. The income distribution tends to become 
more of a normal, bell-shaped curve. 

The percentage by which mean net exceeds 
median net income for nonsalaried physicians was 
39.0 in 1929, 35.9 in 1945, and 20.0 in 1951 (See 
Table 2). The same ratios for all physicians de- 
creased from 35.4 in 1945 to 11.0 in 1951. For all 


Chart 1. Average net income of nonsolaried physicians and national income, 1929-51. 
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OF 50 
PHYSICIANS 4 
4 
16s 


Mean net income of general practitioners equals 100 


Chart 2. Income gap between general practitioners and specialists, 1929 and 1949. 


salaried physicians, they decreased from 15.9 in 
1945 to 8.0 in 1951 (See Table 3). 

The gap between the average income of non- 
salaried and salaried physicians may be measured 
by the differences in their average net incomes. In 
1945, the mean net income of the nonsalaried class 
was 55.3 per cent higher than the salaried; in 1951, 
that difference was reduced to 40.7. Similarly, the 
median net income of nonsalaried was 32.5 higher 
than that of the salaried class in 1945; it reduced to 
26.7 in 1951 (See Table 3). 

In terms of real income, the gap is further nar- 
rowed due to the following factors: 

(a) The data in the survey do not take into ac- 
count the nonmonetary income or indirect mone- 
tary income, such as sick leave and vacations with 
pay, and social security and insurance and pensions 
paid by the employers, that the salaried physicians 
may have. These are all parts of total real income of 
the salaried segment that narrows the gap between 
the two groups. 

(b) Income figures in the survey are amounts be- 
fore Federal income taxes are deducted. Since the 
Federal income tax is highly progressive, the in- 
come gap would be smaller after the taxes are de- 
ducted than before taxes. 

(c) The nonsalaried physicians would certainly 


be subject to greater fluctuations in their incomes 
from year to year; while the salaried physicians’ 
incomes are more stable. That element of income 
uncertainty is a factor in the income gap. 

(d) While there are not a great deal of statistical 
data available for the number of hours of work put 
in by salaried and nonsalaried physicians, what 
there are indicate that they are about the same. If 
the salaried physicians put in longer hours of work 
each year, the income gap in per hour rate would 


be smaller. 


Hiatus Between Incomes 


The relative differentials in average incomes be- 
tween general practitioners and specialists has de- 
creased considerably, although the dollar gap re- 
mains approximately the same. 

In 1929, the average net income of independent 
full specialists was $10,000. That was $6,100 higher 
than the average net income of general practitioners, 
which was $3,900. In 1949, the gap was almost 
identical, $6,179, since the average net income of 
specialists was reported at $15,014, and that of 
general practitioners at $8,835. 

However, the income gap, measured in absolute 
dollar amounts, as stated above, is misleading. As 
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we have seen, the average net income of general 
practitioners during this period (1929-49) was 
more than doubled (from $3,900 to $8,835), while 
the income of specialists increased by only 50 per 
cent (from $10,000 to $15,014). Therefore, the 
relative income differentials between general prac- 
titioners and specialists greatly decreased. The 
average net income of independent full specialists 
was two and a half times larger than that of general 
practitioners in 1929. This gap was reduced to 70 
per cent in 1949, half of what it had been twenty 
years before (See Chart 2). 

The real income gaps between general practi- 
tioners and specialists are actually much smaller, 
for these reasons: 

(1) According to a 1949 survey, more specialists 
were living in the larger cities, where costs of living, 
as well as the standard of living, tend to be higher. 
This reduces the real income gap in terms of pur- 
chasing power. For example, in 1949, in a com- 
munity of 2,500-5,000 population, 74 per cent of 
independent physicians were general practitioners, 
and only 6 per cent were full specialists ; however, in 
a community of 250,000—-500,000, 26 per cent were 
general practitioners and 59 per cent were full 
specialists. 

(2) The income data are figures before Federal 
income taxes. The tax rates were much more pro- 
gressive in 1949 than in 1929. In 1929, the average 
income family of the practitioner (with a wife and 
two children) did not have to pay any income tax 
to the Federal government. The amount of Federal 
income tax on the average-income family of the 
specialist was about $25. In 1949, however, Fed- 
eral income taxes for an average (mean net) in- 
come family (with a wife and two children) were 
estimated at $2,250, while those of a general prac- 
titioner in the same family circumstances were $975. 
Thus it may be noted that the average net income 
gap after taxes reduces to 51 per cent instead of 70 
per cent. 

(3) The income gap of general practitioners and 
specialists may be viewed as differentials of average 
total net income earned in the lifetime of the two 
physician groups. In this case, the three or four 
years of extra training necessary to become a special- 
ist must be taken into consideration as additional 
investment, additional effort and sacrifice, and loss 
of income during those years. 

This must be amortized as cost throughout the 
earning life of specialists. This again reduces the 
real gap of the average annual net incomes of these 
particular groups. 
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Some Underlying Causes of These Trends 


Any postulation of the underlying causes of such 
trends as analyzed above can, at best, be only 
speculative. However, such attempts are useful for 
future verification of facts. 

The income of physicians, like other prices in a 
market economy, is determined by demand and 
supply. We may, thus, analyze the demand and 
supply forces that could affect the growth and fluc- 
tuation of income of physicians. 

(a) One of the important factors affecting the 
demand for medical services of physicians is the 
income of the population. Therefore, the close cor- 
relation between physicians’ incomes and changes 
in national income is not hard to understand. The 
income of physicians depends upon the general 
level of the income of the people of the United 
States whom they are serving. 

The general growth of national income increases 
the people’s standard of living. Rise in the general 
standard of living not only increases the absolute 
amount of money spent for medical care, but also 
increases the relative share of total expenditure 
from the family budget for medical services. Ac- 
cording to a survey of incomes of moderate-income 
families in large cities, by the Bureau of Labor Sta- 
tistics, expenditure for medical care doubled be- 
tween 1934-36 and 1950. 

The increase of the average income of the generai 
population also reduces the number of charity pa- 
tients to whom services are rendered at reduced 
fees or free of charge. This increases the income of 
physicians. 

(b) There is also a trend in the United States 
toward an increasing percentage of aged groups in 
the total population. This increasing number of 
older people in the community, together with the 
wide spread of pension programs and social secur- 
ity, will tend to raise the demand for medical 
services of physicians, especially for general prac- 
titioners. 

(c) On the supply side, the number of physicians 
has been increasing. However, this increase of 
physicians in terms of population growth is not 
rapid. During World War II, some 60,000 physi- 
cians were recruited into the nation’s armed serv- 
ices, and, as a consequence, the number of physi- 
cians in civilian practice declined sharply. Since 
1945, demobilization of men from the armed forces 
has again increased the number of physicians in 
private practice. The future trend of supply of 
physicians in private practice depends, of course, 
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upon the increase of numbers of physicians in rela- 
tion to population growth, and the number of 
physicians who will be absorbed into the armed 
forces. 

(d) Increasing productivity and better financial 
management are also important factors in the in- 
crease of income of physicians. Doctors’ increased 
productivity has resulted chiefly from better medi- 
cal knowledge in therapy and diagnosis, improve- 
ments in technical assistants, better office manage- 
ment and hospital operations, and improved 
methods of collections, reducing the amount of 
uncollected bills for medical services. 

(e) There are, however, three limitations on the 
growth of income of physicians which they should 
be aware of. First, higher taxes of all kinds will, of 
course, reduce income. Second, inflation will reduce 
the purchasing power of money and lower the real 
income of physicians. Third, inflation may also 
increase the cost of practice faster than the increase 
of net income. In 1945, cost was 36.7 per cent of 
gross income; in 1951, it had increased to 41.1 per 
cent. Further inflation might thus become a great 
handicap to increase of income. 

The narrowing of income differentials among in- 
come groups of physicians, especially between gen- 
eral practitioners and specialists, is one of the most 
significant trends revealed in income surveys in 
recent years. Causes of this trend may be traced in 
the same way as growth of income. 

The reason for the existence of such a gap is 
evident. Training of specialists requires greater 
costs, effort, and sacrifice of income in the early 
years. Also, more specialists are living in larger 
cities where costs of living are higher. 

The narrowing of the income gap between gen- 
eral practitioners and specialists may be due to the 
following factors: 

(a) Considering all physicians, salaried and non- 
salaried, the proportion of full specialists increased 
from 26 per cent in 1929 to 46 per cent in 1949—a 
substantial rise of 74 per cent. General practitioners, 
on the other hand, decreased from 53 per cent of all 
physicians to 38 per cent, a decline of 29 per cent. 
Considering only independent practitioners, full 
specialists rose 75 per cent (from 23 to 40 per cent) ; 
while general practitioners dropped 26 per cent 
(from 56 to 41 per cent). 

(b) As the average income of the people increases, 
especially when the lower income groups increase 
their incomes more rapidly, as has happened in 


recent years, demand for the services of general 
practitioners will continue to increase. 

(c) The relative productivity and efficiency of 
general practitioners may have increased more 
rapidly in relation to specialists in recent years. 
A cost survey of the two groups may reveal some 
interesting facts on this point. Any future increases 
in management efficiency which result in, for ex- 
ample, seeing a higher number of patients in the 
office, improvement in performance of technical 
assistants, and better collection of bills for the gen- 
eral practitioner, will further narrow the gap. 

(d) Since age composition, number of years in 
practice, and size of community have great bearing 
on physicians’ incomes, future statistics along these 
lines will give better understanding of causes of 
decreases in income differentials of the two groups. 

(ec) Some of the potentially significant factors, 
such as “personality, health, business acumen, 
ambition and drive, mental aptitude, physical skill, 
and family connections” cannot be readily meas- 
ured. The causes of such narrowing of income gap 
can never be fully discovered by statistical surveys. 

(f) The trend toward narrowing of income dif- 
ferential is not peculiar to the medical profession. 
It is evidenced in many areas of the American 
economy. Trends toward income equalization in 
different income groups, in the wage rates of skilled 
and unskilled workers, in earnings within different 
industries, and in earnings in various geographic 
regions of the country, have become quite marked 
in recent years. Economists are seriously aware of 
such trends, but have not yet supplied any specific 
explanations for them. The tendency has prob- 
ably come into being through a complex of forces 
at work within the economy—government inter- 
vention, progressive taxation, inflation, strong union 
movements, the shifting attitudes of public opinion, 
and a general rise in the standard of living. 

Some economists look upon the trend as pointing 
toward the emergence of a new middle class, al- 
ways the backbone of a democratic society. If this 
interpretation is valid, it should strengthen our 
forces in combating the menace of communism. 
Other students of the subject, however, look doubt- 
fully upon the trend as a possible retarding factor 
in economic progress, a factor that may hamper ex- 
pansion of the capitalistic system. 


Dr. Norman Sun is Chairman of the Department of Eco- 
nomics at Park College, Parkville, Mo. 
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THE BROOKINGS INSTITUTION SURVEYS THE NATION'S HEALTH 


BY CHARLES E. NYBERG 


Brovucnt tidily together all in one neat volume of 
344 information-packed pages is a summary of all 
known data on the health and health resources of 


the United States up to 1950. The survey, a three- 


year chore of the Brookings Institution, provides a 
handy ready reference and guide to the major health 
problems of our time. It is an analysis of all mate- 
rials available on health, illness, medical care, per- 
sonnel, and facilities utilized to handle such matters 
in this country. 

The book is organized in three sections. Part 
One, “The Health of the Nation: Vital Statistics,” 
puts special emphasis on mortality and morbidity 
rates in the consideration of vital statistics. Part 
Two, “Personnel,” deals with physicians, dentists, 
nurses, and all auxiliary personnel working at the 
core of the health resources of the nation. 

Part III, ‘Facilities and Services,” is concerned 
with inventory of offices, clinics, general and spe- 
cialized hospitals, and health centers. 

In reviewing mortality rates, the analysis points 
out that the age-adjusted death rate has fallen from 
17.8 per 100,000 population in 1900 to 9.0 in 1948. 
Since everyone must die sometime, a single death 
rate is not meaningful unless compared to another 
year, or to the death rate in another country. The 
decline from 1900 to 1948, adjusted for age, shows 
that real progress is being made in the United 
States. A great part of this progress is due to con- 
trol and prevention of diseases affecting the young, 
and to reduction in maternal mortality. Maternal 
and infant mortality statistics are often used as an 
index to the understanding of health problems and 
programs geared to meet them, and are used to 
point out areas where health services are found 
wanting. 

Less comprehensive data are available on inci- 
dence of illness or morbidity rate. The researchers 
review the data produced by the Committee on the 
Cost of Medical Care (1928-1931), the National 
Health Survey (1$35-1936) and the Survey of the 
Eastern Health District of Baltimore, Maryland (1938- 
1943). No effort is made to evaluate the morbidity 
rates derived from these various surveys, although 
the differences in methods, definitions, and results 
are discussed. 
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The experiences of the Blue Cross Hospital Com- 
mission are also studied. Here the data are more 
specific. In 1947, Blue Cross plans averaged 11 to 
12 cases per 100 participants. The average number 
of patient days per case was 7.8. This type of data 
is quite different from that obtained from such 
sources as the National Health Survey where the 
information was taken, in most instances, from 
housewives, the data depending, as a result, on 
their definition of illness and their remembrance of 
its duration and gravity. 

No new information has been added by the 
Brookings Institution studies on mortality and mor- 
bidity, but the restatement and re-analysis of exist- 
ing data in one section of the book should prove 
handy for reference purposes. It does not, however, 
provide the average person with a clearly stated 
evaluation of population status so far as health or 
illness is concerned. 

The second part of the study, dealing with per- 
sonnel engaged in providing health services, ap- 
pears to be an up-to-date (1950) and complete in- 
ventory of both the professional groups—physi- 
cians, dentists, and professional nurses—and also 
of auxiliary groups concerned with health and 
medical care. Such auxiliary groups include other 
nursing personnel, dental hygienists, laboratory and 
x-ray technicians, physical and occupational thera- 
pists, medical and psychiatric social workers, psy- 
chologists, dietitians and nutritionists, pharmacists, 
optometrists, chiropodists, osteopaths, chiroprac- 
tors, veterinarians, sanitary engineers and sanitari- 
ans, medical record librarians, and health educators. 

The following table on personnel, showing the 
percentage of increase from 1940 to 1950 is particu- 
larly useful since it includes the high rate of in- 
crease in many of the auxiliary personnel groups. 
This development may well be the most significant 
factor in the health field in the last decade. It indi- 
cates that key personnel—physicians, dentists, pro- 
fessional nurses—have increased and will continue 
to increase their productivity through implemented 
use of auxiliary personnel. 

This collation of data also shows that health im- 
provement, advances in medical science and distri- 
bution of medical services depend upon the co-ordi- 
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Health Personnel* 


1940 


175,163 204,400 

82,575 
318,880 
Auxiliary nursing personnel . 368,735 
Dental hygienists . . . 7,000 
Medical laboratory technicians 30,000 
X-ray technicians . . 25,600 
Physical therapists 5,700 
Occupational therapists 3,400 
Medical social workers 3,000 
Psychiatric social workers 2,250 
Psychologists 7,273 
Di and itioni 16,000 
Pharmacists 100,102 
Optometrists 17,470 
Chiropodists 6,962 
Osteopathic physicians 10,595 
Chiropractors 15,000 
Veterinarians 15,305 
Sanitary engineers 4,496 
Sanitarians 4,940 
Medical record librarians 5,300 
Public health educators . ee e 500 


"Sources are given in App. C, p. 296-97. 

available. 

The Brookings Institution: Health Resources in the United States 
Personnel, Facilities and Services 

August 1952 


nation of many people not usually considered to be 
in the professional medical service group. 

The data on physicians are based upon the 1949 
American Medical Association’s Directory, which 
lists 201,277 physicians licensed in this country. 
Eighty-nine per cent (179,041) are engaged in ac- 


tive, nonfederal practice. General practitioners, in- 
cluding those interested in a limited or special field 
of practice, add up to 95,526, or 47.4 per cent of the 
total. There are 54,891 full-time specialists, and 
they account for a percentage of 27.3. The remain- 
ing 14.3 per cent are employed in medical schools, 
hospitals, industry, insurance companies, and other 
organizations. 

The number of full-time specialists increased 
about 70 per cent between 1940 and 1949. Com- 
parable data are not available for general practi- 
tioners, but from 1938 to 1949 there was a 13 per 
cent decrease in their numbers. New demands and 
incentives for specialists during the war, and in- 
creased opportunity for young physicians to ob- 
tain specialty training after the war, account largely 
for this. 

(There are now some indications that this trend 
toward decrease in the number of general practi- 
tioners has changed, and that the period 1950 to 
1960 may well show an increase in numbers of gen- 
eral practitioners. Since the war, practically all 
medical schools have developed programs to train 


and prepare students for careers in general prac- 
tice.) 

That there is a demand for the services of more 
general practitioners is revealed by the fact that 
figures on osteopathic physicians show an increase 
of 76 per cent from 1940 to 1950. About 90 per cent 
of these are general practitioners. 

Part Three—the section dealing with Hospitals 
and Related Facilities—summarizes data published 
annually by the American Medical Association and 
the American Hospital Association on the number 
and utilization of hospital services. 

Outstanding is the section on Specified Diseases 
and Disabilities, gathering in one spot current in- 
formation on both voluntary and governmental pro- 
grams in such fields as cancer, poliomyelitis, tuber- 
culosis, etc. 

Separate sections cover progress in sanitation 
and environmental health, health in industry, health 
and medical care for military personnel and bene- 
ficiaries under the Veterans Administration. 

This is without question the most comprehensive 
single collection of current data on health and 
health resources in the United States, and for that 
contribution, the Brookings Institution is to be con- 
gratulated. The authors present facts, but make no 
attempt to indicate shortcomings in health pro- 
grams or to bring forward suggestions for improving 
health or for distributing medical services. 

Purpose of the study is stated clearly in the 
preface: 

‘This study in itself is not intended to furnish a 
solution to health problems, but the assembling of 
existing information on health resources in a single 
volume provides a basic and convenient research 
tool for an appraisal of health services available to 
the American people. 

"Research now under way in the Brookings In- 
stitution is directed toward a determination of the 
requirements for additional resources, and an eval- 
uation of the methods by which health services are 
administered and financed.” 

The President’s Commission on the Health Needs 
of the Nation might have saved time, effort and ex- 
pense had it waited for this publication to appear, 
and used it as a starting point for its own evaluation 
of need for additional personnel and facilities. 


(Health Resources in the United States: Personnel, 
Facilities and Services. A Survey by the Brookings 
Institution—George W. Bachman and Associates, 
Washington, D.C., 1952. 344pp. $5.00) 
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* * TRENDS AND EVENTS 


Government Readies Research Center 


A NEw superlative is soon to be added to the crown 
of the Nation’s Capital. Washington abounds in 
superlatives—most of them controversial!—but this 
one merits special mention because of its signifi- 
cance to American medicine. It is the Federal gov- 
ernment’s 500-bed clinical research center, fast 
nearing completion, which will receive its first 
patients in April of next year. 

Many Washington projects and programs, how- 
ever important or large, actually mean little, say, to 
Dr. John Jones in Centerville or Ypsilanti, because 
their relationship to his day-to-day activity is ab- 
stract and remote. With this new clinical center, it 
is a different story. Any doctor of medicine, general 
practitioner or specialist, will be a os an 
of patient referrals to this unique institution. 

On this point, here is what Dr. John A. Traut- 
man, director of the center, has to say: 

“We will periodically request referral of patients 
from the medical profession and will indicate the 
kinds and numbers of research patients that are de- 
sired. In every case, the decision as to whether or 
not a patient is available for referral rests with the 
individual physician or institution. This is a very 
important point, since herein lies the control over 
the potential areas of conflict which have been ad- 
vanced to us, namely, that the clinical center might 
take away teaching material from medical schools 
and hospitals, that the clinical center might inter- 
fere with the private practice of medicine and affect 
the hospital load in private and governmental hos- 
pitals. 

““We expect to keep in close touch with the refer- 
ring physician or institution for the duration of the 
study of which a particular patient is a part. The 
precise mechanism for this has not been completely 
worked out, but we will issue some kind of report, 
including notification of when the study might be 
concluded and the patient returned to his pre- 
clinical center locale. Referring physicians will be 
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welcome to observe at the clinical center and to 
confer with appropriate staff members.” 

Estimated cost of the institution ranges upward 
from $60 million. It is a fourteen-story brick struc- 
ture situated about twelve miles north of the White 
House in suburban Bethesda, Md. The center will 
be a component of National Institutes of Health, 
which is the research arm of U.S. Public Health 
Service. 


UMW Blames Doctors for Fund Misuse 


Authoritative observers in Washington scent 
ominous implications in a recent disclosure by Dr. 
Warren F. Draper, executive medical officer of the 
United Mine Workers’ Welfare and Retirement 
Fund. As director of the Fund’s huge medical care 
program for miners and their dependents, a pro- 
gram that is spending $50 million a year, Dr. Draper 
has expressed strong criticism of the quality of care 
which beneficiaries are receiving. He has gone 
further, stating that many physicians are more in- 
terested in fees collected than in the welfare of their 
patients and that the situation is so bad that a 
medical housecleaning is in order. 

Feared and formidable John L. Lewis is the real 
power behind the Welfare Retirement Fund, which 
owes its creation to his power at the collective bar- 
gaining tables. Dr. Draper’s attack was not made 
public without the knowledge and approval of 
Lewis and his right bower, Miss Josephine Roche, 
who is director of the Fund and one of its three 
trustees. 

Inferentially, organized medicine is held to blame 
for the situation complained of by Dr. Draper. For 
not only does he say that attempts to eliminate 
abuses by gaining active intervention on the part of 
state medical societies have come to naught but, in 
effect, he places upon the American Medical Asso- 
ciation the ultimate responsibility for weeding out 
the alleged evils of overcharging, incompetent man- 
agement of patients, and obstruction of physicians 
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who are newly settled in the mining communities. 

In the meantime, Lewis’ official publication, the 
United Mine Workers Journal, is unloosing editorial 
blasts at the A.M.A. with increasing frequency. 
Washington officials are wondering whether this 
crusade, in conjunction with Dr. Draper’s action, 
heralds the approach of an all out effort by John L. 
to “sell” Congress on the necessity of Federal 
health legislation. Sympathies of the American Fed- 
eration of Labor, CIO, and the railway brotherhoods 
to compulsory health insurance are already evident ; 
addition of the UMWA and its redoubtable leader to 
the fold would be a coup whose importance would 
not be lost on Congress—particularly so if organized 
labor scores a few major victories in the national 
elections for House and Senate seats. 


PHS Issues Medical Statistics 


Doctors who are willing to take a strong dose of 
statistics in order to learn many things about them- 
selves—such as their urban and rural distribution, 
their income variations, average patient loads in 
various parts of the country, etc.—will be interested 
in a new government publication. It is called 
“Health Manpower Source Book: Physicians” and 
is purchasable by mail for 40 cents from the Super- 
intendent of Documents, Government Printing 
Office, Washington 25, D.C. 


This seventy-page volume, produced by the 
Public Health Service, is a digest of numerous find- 
ings that have come out of the A.M.A., Census 
Bureau, Department of Commerce, and magazine 
articles over the past ten years. The source referred 
to with greatest frequency is Frank G. Dickinson, 
A.M.A.’s chief economist and statistician, with ten 
separate mentions in the lengthy bibliography. 

Reading text is held to a minimum but there are 
scores of tables: Number of general practitioners 
(state by state) who give attention to certain special- 
ties; medical licensure figures since 1935; data on 
choice of location of professional practice, and sta- 
tistics on group practice, to mention only a few. 


Injunction Asked Against “‘NHA Complex” 


The Federal Trade Commission has taken to 
court its fight to curb advertising claims for a pro- 
prietary medicinal known as “‘NHA Complex.” A 
suit filed in the U.S. District Court for Maryland, 
requesting a preliminary injunction, charges Na- 
tional Health Aids, Inc., of Baltimore, Md., with 
wrongfully representing that its product is an effec- 
tive treatment for arthritis, gallstones, obesity, 
and more than a dozen other conditions. According 
to FTC lawyers, the company does an annual busi- 
ness of more than $600,000 in ““NHA Complex,” 


due largely to what it says is false advertising. 
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THE FAMILY PHYSICIAN MEETS WALL STREET 


BY WILLIAM I. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


Investing for Income Requires Foresight 


THE unusually high rate at which the public has 
saved its money during the past two years suggests 
that many individuals still have a strong interest in 
financial conservatism and thrift, despite the severe 
inflation of the past decade and more which has 
nearly halved the purchasing power of the pre-war 
dollar. Personal saving last year reached a new 
record by a wide margin at the impressive figure of 
$17 billion, more than 40 per cent above the previous 
peak of $12 billion attained in 1946 when con- 
sumers’ durable goods were still in short supply. 
The rate of personal saving in 1951 was equal to 
7% per cent of the “disposable income” left after 
taxes, or more than double the rate of saving in 
1949. Most economists agree that the high rate of 
saving in 1951, which has continued this year, 
has been the principal factor in checking the sharp 
inflationary spiral which got under way following 
the outbreak of the Korean conflict. 

The age-old problem of what to do with one’s 
savings in order to secure the maximum return has 
been made only slightly less pressing by the modest 
rise in interest rates over the past year. People de- 
pendent on so-called fixed income securities for all 
or a part of their earnings remain by far the group 
hardest hit by inflation; for example, the higher 
income resulting from the increase in savings bank 
rates from the 14% per cent level which prevailed 
immediately after World War II to around 2% per 
cent at present has been largely absorbed by in- 
creased taxes alone. It is only natural, therefore, 
that an increasing number of savers are turning to 
common stocks as an avenue of investment that 
provides a better-than-average return. 

The 1952 “Survey of Consumer Finances,” con- 
ducted annually for the authorities of the Federal 
Reserve System, showed that 19 per cent of the 
nation’s investors with pre-tax incomes of more 
than $7,500 a year now prefer stocks as compared 
with only seven per cent in 1949. “Spending units” 
with incomes of $3,000 and over showed an even 
more striking percentage increase, and although 
the proportion in this lower income group that 


prefer stocks is naturally lower, the survey revealed 
that 8 per cent of this category now favor stocks 
compared with only 2 per cent in the survey made 
three years ago. Questions designed to ascertain 
the reason for the growing preference for stocks 
showed that higher income than could be had on 
other forms of investment was the most important 
fact considered by investors. 


Stock Stability Important 


Common stocks in the “income” category—issues 
that can be depended upon to furnish a steady and 
generous yield throughout the swings of the business 
cycle—may logically be found in industries with 
depression-proof characteristics such as _ those 
shown by the food, electric power, shoe, telephone, 
glass container, grocery chain, variety store, ethical 
drug, personal loan, tobacco and beer industries. 
All of these industries, with the exception of the 
latter two, provide basically essential products or 
services, and as a consequence their sales, earnings 
and dividends are well maintained in periods of 
generally low business activity. In the case of the 
tobacco and beer industries, the habits of smoking 
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and beer drinking have become so ingrained with 
the public that the demand for the products is 
virtually as depression-proof as is the demand for 
basic necessities. 

It is equally important, on the other hand, that 
to be a desirable media for investment the industries 
characterized by stability are not subject to severe 
“profit squeezes” in periods of generally rising 
prices because of inability to maintain their ratio 
of earnings to sales. Only the tobacco industry 
fails to meet this test; this business has suffered 
from the long term upward trend in leaf tobacco 
prices, arising from the government’s agricultural 
price support policy, and its earnings have failed 
to keep pace with the expansion in volume. The 
industry’s “inventory lock-up” has increased sharp- 
ly, ncessitating large increases in borrowings, and 
its dividend-paying ability has deteriorated. Divi- 
dend payments of the major tobacco companies 
have fallen steadily downward over the past 
twenty years and several of the leading companies 
are currently paying lower dividends than in the 
depression of the “thirties. 


Selecting Stocks for Incorne 


In pursuing an investment policy which has in- 
come as its main objective, individual issues may 
be selected not only from companies with estab- 
lished dividend records in the basic industries 
which are closest to the consumer, but also from 
those where a unique dividend policy may be in 
force. Allied Stores, for example, which has paid 
common dividends uninterruptedly only since 1941, 
has maintained a three dollar dividend rate over the 
past six years and the management has indicated 
that the maintenance of this distribution through 
both good times and bad has become an important 
point of policy. 

The common stock portfolio of $25,000 shown 
below, which was drawn up late this summer for an 
investor whose main objective was income, contains 
representative issues from relatively depression- 
proof industries as well as some where a unique 
dividend policy is being pursued. 

All of the ten issues in the list afford representa- 
tion in “non-cyclical” industries, with the exception 
of Allied Stores. Four of the stocks have paid 


shores company dividend cost income 
65 Allied Stores. ee $3.00 $2,535 $ 195 
15 American Telephone .... .- 9.00 2,310 135 
100 Anchor Hocking Glass . . . 1.60 2,600 160 
45 Borden. 2.80 2,430 126 
80 Florida Power & light... .. 1.40 2,440 112 
100 Melville Shoe... 1.80 2,600 180 
100 NationalTea. 1.60 2,550 160 
115 Pabst Brewing . . 1.40 2,530 161 
115 Seaboard Finance... 1.80 2,530 207 
55 Sharp &Dohme ....... 2.c0 2,475 110 


indicated annual return approximately 6.2% 


dividends uninterruptedly in every year since World 
War I or longer. Two of the issues—American 
Telephone and Borden—have unbroken dividend 
records extending over more than half a century, 
while Melville Shoe and Anchor Hocking Glass have 
both paid annual dividends for more than thirty- 
five years. Three of the stocks—Florida Power & 
Light, Pabst Brewing and Seaboard Finance—are 
less “‘seasoned” issues because the stocks have be- 
come available to the public only within the post- 
war period, but all are well-established companies 
with good long term earnings records. The other 
three issues—Allied Stores, National Tea and Sharp 
& Dohme—represent companies which have sub- 
stantially improved their basic competitive positions 
during the past decade and which consequently 
may be reasonably expected to compile a better- 
than-average record in the future. The yield on the 
individual stocks ranges from a low of 4.4 per cent 
on Sharp & Dohme to a high of 8.2 per cent in the 
case of Seaboard Finance, and the average return 
is a generous 6.2 per cent. 

While common stocks which are selected primarily 
for income, such as those in the portfolio, will, of 
course, not be immune from price declines in the 
stock market as a whole, the concentration on solid 
income-producing stocks that can reasonably be 
expected to maintain their earnings and dividends 
during the downward phase of the business cycle 
mitigates the market risk factor to an important 
degree. 


Eprror’s Nore: This is the fourth of a series of articles de- 
signed to acquaint the doctor with fundamental principles and 
policies for investing in securities. The author is a security ana- 
lyst with Shearson, Hammill & Co., New York City. 
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HOW TO AVOID DELINQUENT ACCOUNTS 


BY JOHN Y. BEATY 


OsVIOUSLY, one way to avoid delinquent accounts is 
to get cash payments for each call. This, of course, 
is not always feasible or wise, but there are times 
when it can be done. For example, a doctor in IIli- 
nois has the policy of telling the patient the fee for 
the call when he is being dismissed from the office 
if that is likely to be the only call necessary. He 
makes a remark something like this: ‘The fee for 
this call is $10.” 

Similarly, a question might be asked: ‘Would 
you like to pay for this call now?” 

Another doctor has a plan of allowing a five per 
cent cash discount if payments are made at the time 
of the call or at the completion of the service. This 
doctor has a sign in his outer office which reads: 
“There is a discount for cash if you wish to pay 
for each call.” And sometimes, he tells that to the 
patient as he is leaving his office. 

Another physician uses a little card which he fills 
in and hands to the patient who may not need to 
call again. This card is addressed to his secretary 
and reads as follows: 

**Miss Jerrems: The fee for this call is $10. If Mr. 
J. C. Byers wishes to pay for it now, allow him a 
five per cent cash discount.” Before the patient 
leaves his office, the doctor fills in the amount, the 
name of the patient and signs the card. He hands 
this to the patient as the patient leaves. It is sur- 
prising how many cash transactions there are when 
plans like this are used. And it is obvious that cash 
payments save on bookkeeping and the expense of 
sending statements. 
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Statements Should Be Sent Promptly 


If a patient receives a statement for services two 
or three months after the services were rendered, 
he may be disturbed simply because there was a 
delay in dispatching it. This may incline him to 
delay in paying the bill. For this reason and others, 
it is wise to send them out promptly. 

When a doctor is sure that his services will not 
be needed again on the case, that is the time to 
render a statement. The secretary should be in- 
structed to send it at once and not wait until the 
end of the month. A patient who has just received 
satisfactory service is much more inclined to be 
prompt in paying for it than if the statement is 
delayed for 30, 60, or 90 days. 

Another reason why patients are sometimes in- 
clined to delay payment is that the statements are 
not itemized. When a statement is itemized so that 
the patient is reminded of the exact service he has 
received, he is much more inclined to put a check 
in the next mail. 

One doctor tells me that he mails statements 
every ten days to those who have not paid state- 
ments previously rendered. He has, however, a spe- 
cial type of patient, with whom he can successfully 
use this plan. A doctor with a different class of pa- 
tients might feel it very unwise to render statements 
this often. Many businessmen have a policy of pay- 
ing bills on certain dates of each month. If such a 
patient received a follow-up statement before his 
payment day arrived, he might be irritated. The 
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method used, therefore, for avoiding delinquent ac- 
counts must be based upon the doctor’s knowledge 
of his patients. The doctor who sends statements 
every ten days until the account is paid. has in- 
structed his secretary to put a note on each succeed- 
ing statement. This note is hand-written on the 
statement and is made as personal as possible. That 
is, the type of patient is taken into consideration 
when writing the note. Some of them are as follows: 

1. Iam sure the doctor would appreciate prompt 
payment of this statement.—Mary Brown, Secretary. 

2. The doctor wishes me to state that he is al- 
ways happy to serve you.—Mary Brown, the 
doctor’s secretary. 

3. Receipt of the enclosed amount would be ap- 
preciated. 

4. Bills aren’t pleasant but the best way to get 
them off your mind is to pay them. This bill is 40 
days past due. 

5. We hope it is convenient for you to pay this 
statement this week. 

6. A paid bill makes two people happy—you and 
the doctor. 

Quite often the statement used is suggested by 
the situation itself. 


Installment Payments Sometimes Are Wise 


If a bill is rather large, such as for a hospitaliza- 
tion, it may be wise to suggest to the patient that 
he make installment payments in order to liquidate 
the account. One doctor, for example, has a card 
printed which reads as follows: 


“Would you like to pay this bill in easy install- 
ments, for example, $25 each month? If you would 
like to pay more often, for example, on each pay 
day, please indicate the date each month when you 
would like to make an installment. Date 
Amount $ 


When the patient indicates he would like install- 
ments, a statement for each installment is then 
mailed the day before the due date, unless it is dis- 
covered that the patient is in the habit of being very 
prompt in making these payments. Here, again, it 
is important to consider the type of patient being 
billed and the length of time elapsed since the send- 
ing of the first statement. 

There may be cases in which it would be helpful 
to the patient to offer this installment payment plan 
right at the beginning. A card or letter worded some- 
thing like the one quoted is likely to give the im- 


pression that the doctor is desirous of making the 
payments easy for the patient. In other words, it 
doesn’t sound like a dunning letter. 

As a matter of fact, it is a real service to the pa- 
tient to help and encourage him to keep his bills 
paid up-to-date. No one can be perfectly happy (un- 
less he is abnormal) with bills unpaid. With this 
general principle in mind, it should be easy to write 
letters and printed slips as suggestions which will 
really be appreciated by the patient rather than irri- 
tate him. 

A doctor with a certain type of patient will un- 
doubtedly find it wise to write personal letters rather 
than to have the secretary put the note on the state- 
ment with a pen. This all depends upon the type of 
patient. Sometimes, the doctor can put additional 
information into the letter which will make the pa- 
tient feel that the doctor is still interested in his 
health and welfare. 

For example, a letter to a diabetic patient might 
read something as follows: “I sincerely hope that 
your insulin treatment is going along well. If there 
is anything I can do in connection with the situa- 
tion, please give me opportunity. From the last 
analysis we made, it would appear that you have the 
right dosage. However, if there is any doubt in your 
mind, bring in another 24-hour sample and we’ll 
make another test. Sometimes, I find it wise to in- 
crease the dosage of insulin. I hope it will not be 
necessary in your case, however. My best wishes 
for your continued good health. Cordially yours,” 

Note that no mention was made of the statement 
included with this letter; but there are all kinds of 
patients and some would not be properly influenced 
to pay the account by a kindly letter of this sort. 
They may need to be dealt with more strongly. For 
example, if no payment had been made for six 
months, it might be wise for the doctor to suggest 
that the patient borrow the money from a local 
finance company and pay the bill completely. This 
letter can be written in a kindly tone; or, if neces- 
sary, it can be firm. 

Some patients might not act on this suggestion, 
and a month later it might be wise to write and ask 
for an explanation as to why the suggestion was not 
followed or the bill was not paid. 

If the patient still remains entirely silent, it might 
be wise then to write a letter stating that the account 
will be given to the Better Business Bureau or local 
collection agency, or to a local attorney for collec- 
tion if not paid by a stated time. Some doctors send 
such a letter by registered mail so that there is no 
question but that the patient receives it. 
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Not long ago, I discussed the collection of ac- 
counts with the credit manager of a company in a 
large city which sells clothes on credit. I asked the 
man what the general plan of collecting is in his 
company. 

His reply was this: ‘We start collecting the min- 
ute the customer walks out the door.” He then ex- 
plained what he meant by that statement: “Before 
the customer leaves, we get complete information 
about him as to his residence, telephone number, 
his place of business or place of employment, the 
name of the employer to whom we might refer in 
case of necessity, the approximate amount of his in- 
come, the amount he is able to pay and the times 
during the month when he is most likely to have 
the funds for payment. We try, of course, to get 
him to make a payment at every pay day. Then, we 
start following up by sending a statement which we 
believe will arrive on pay day at each date specified. 
The statement mentions the total amount still due 
and the amount of installment agreed upon which 
is now due. By keeping everlastingly at it, we have 
few delinquent accounts.” 

In discussing collections with a doctor in Ken- 
tucky, I was told that there are some accounts he 
doesn’t want paid. His explanation was that if the 
account were paid up, the customer would prob- 
ably come to him for more service and he preferred 
not to serve certain customers at all. 

There are cases, of course, in which some physi- 
cians give up the idea of collecting and send no 
more statements. One general practitioner, in re- 
ferring to this method, said, ‘‘I believe that such un- 
decisive attitude takes an unfair advantage of honest 
people who are inclined to pay promptly. If we al- 
low the dead beat to succeed in avoiding paying 
just debts, we make him worse and perhaps encour- 
age more such unfair action toward business and 
professional men. We believe that every creditor 
should be forced, if necessary, to pay his debts. By 
such a firm attitude, any doctor can establish a rep- 
utation in a community which will, I believe, im- 
prove public opinion of professional men and will 
eventually save him time and expense by eliminat- 
ing other dead beats from his list of patients.” 


Use Severe Action When Necessary 


If there is a local Better Business Bureau, it prob- 
ably is wise to turn accounts which seem hopeless 
over to such a bureau for action and collection. 
This would be a service to other professional and 
business men in the community and may result in 
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the individual’s gradually getting into the habit of 
paying his bills. 

Some doctors have lawyers to whom they give 
certain accounts, with the instruction that, if the 
account is not paid in a reasonable time, the attor- 
ney is to bring suit in court for judgment against 
the patient for the balance owed, plus interest and 
court costs. 

There are, of course, cases in which, even after 
judgment is rendered, the patient will not pay. In 
such a case, the attorney or collection agency, or 
the doctor himself, writes a letter calling attention 
to the court judgment and asking that the debt be 
settled. 

If, within a few weeks, the account still is not 
paid, it is then wise to have wages of the patient or 
of the patient’s husband garnisheed for the amount 
of the judgment. In extreme cases, it is possible to 
impose a levy on the patient’s bank account or other 
property. This transaction is handled by a court’s 
officer—in some places he is called a “constable” 
and in other places he is a “bailiff”; in some states 
he is called a “‘marshal.”’ Sometimes, the local sher- 
iff handles the situation. It is usually wise to have 
the attorney arrange for this levy and this method 
of collection. 

If the assets of the patient are not known, it is 
possible to get a court order which results in the 
defendant’s being summoned before a judge. He 
must then tell what property he owns, give the 
name of his bank, state his wages, and identify the 
source of his income. If he fails to give this in- 
formation, he is judged to be in contempt of court 
and, if he gives a false answer, the judge reminds 
him that he is committing perjury. 

If it is discovered that the patient has no assets 
which could be levied against to satisfy the judg- 
ment, it is possible to have the judgment “‘docket- 
ed.”” When this is done, the claim remains valid 
usually for twenty years, although state laws vary 
on this point. During that time, the judgment is a 
lien on any property which the debtor may acquire 
in the future and payment can be forced at any time 
he can make payment during the life of the judg- 
ment. 

There are, of course, very few cases which should 
be handled in this legal way but there are times 
when such treatment is not only justified but wise. 

Look a little further into the suggestion made in 
the beginning as a way to avoid unpleasantness in 
collecting delinquent accounts. Get cash for as many 
calls as possible and render itemized statements 
within a few days after the completion of service. 
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THE PSEUDO-SPECIALIST 


BY I. PHILLIPS FROHMAN, M.D. 


Comparison of American Medical Association 
records for the District of Columbia and the records 
of the local medical society for the same area reveal 
some interesting discrepancies. The records of the 
local society show 910 physicians as specialists, 292 
self-classified as general practitioners, and 191 un- 
classified. American Medical Association records 
for the same city are two years old. They list 1,439 
private practitioners, 808 of whom are specialists 
and 631 general practitioners. 

Even making allowance for normal fluctuation in 
physician population over the two-year period, 
about 300 general practitioners are unaccounted for 
in the city society’s files. 

This sort of discrepancy exists in many cities over 
the country. Many general practitioners, because of 
age, health, or other personal reasons, have elected 
to limit practice to internal medicine, cardiology, or 
some other specialty. 

But, in addition to this group, there is another 
that might be called “pseudo-specialists.”” These 
are doctors who, by adroit ambiguity of speech and 
action, try to convey the impression that they are 
specialists in some particular field of medicine or 
surgery. Their motives are morally questionable— 
they may desire what they consider enhanced pres- 
tige; they may wish to pursue only that branch of 
the profession they enjoy most, or which is least 
arduous—but for which they have no special train- 
ing or talent. 

Some younger physicians want to avoid the stren- 
uous demands of full general practice, with its night 
calls, obstetrics, day home calls. Many are not 
qualified by experience or training to do all-around 
general practice, especially if they had only a 
straight medical internship with no surgical or ob- 
stetric training. Some of these men make no effort 
to learn complete general practice, limit themselves 
to office calls and prescription writing, and self- 
style themselves specialists. 


Pseudo-Specialists Do Disservice 


In any case, such men are one-cylinder general 
practitioners. They withhold from their patients a 
full measure of medical knowledge and offer in its 
stead service they are not completely equipped to 


render. They are pseudo-specialists. They do a 
disservice to bona fide specialists, to real general 
practitioners, and to the public. They are detri- 
mental to the profession. For the good of the pro- 
fession, they should be exposed. 

By definition, a general practitioner’s office is 
something more than a stopping point for patients 
en route to a specialist. The American Academy of 
General Practice defines a general practitioner as 
“a legally qualified doctor of medicine who does 
not limit his practice to a particular field of medi- 
cine or surgery. In his general capacity as family 
physician and medical advisor, he may, however, 
devote particular attention to one or more special 
fields, recognizing at the same time the need for 
consulting with qualified specialists when the medi- 
cal or surgical situation exceeds the capacities of 
his own training or experience.” Most general prac- 
titioners look upon specialists as friends in need 
when patients’ welfare makes consultation neces- 
sary. 


Specialist Works in Concentrated Field 


What is a specialist? According to the Specialty 
Boards of the American Medical Association, ‘a 
specialist must confine his work to not less than 85 
per cent of his specialty. He must be an active mem- 
ber of the society which rates him as a specialist in 
his field.” 

A trend toward specialization has been en- 
couraged during the past two decades by emphasis 
on specialization in hospital training—especally in 
hospitals of medical schools; and by a false impression 
that the specialist is somehow superior to the gen- 
eral practitioner in his community and derives 
greater income from his practice. Both are far from 
the truth. 

This may be a good time for medical teachers 
to clarify for students the relationship of general 
practitioner and specialist in medical practice. The 
value of both should be emphasized, and their re- 
spective contributions to public health delineated. 
The young physician should be encouraged to feel 
that general practice is a choice he can make with 
pride; if this is properly done, he will not feel the 
need to resort to pseudo-specialization to conceal 
an inner sense of inferiority. 
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DIABETES WEEK NOVEMBER 16-22 TO AID 


UnpberecreD diabetes may be an unwelcome em- 
ployee in many industrial plants, adding unneces- 
sary dollars to the payroll and whittling away at 
efficiency and productivity, declares Dr. Frank N. 
Allan, executive director of Boston’s Lahey Clinic, 
and president of the American Diabetes Associa- 
tion. To seek out unsuspected cases of the disease, 
the American Diabetes Association is sponsoring 
Diabetes Week, November 16-22. It is thought that 
a million persons in the United States have the dis- 
ease and don’t know it. In addition, there are anoth- 
er million under treatment. In short, one person in 
seventy-five in this country has diabetes! 

Diabetes strikes people in every age, income, and 
racial group. Studies reveal a higher incidence 
among persons overweight, over 40, and female, but 
no one is immune. If allowed to run undetected, 
diabetes increases gradually in seriousness; the 
bright side is that it can be controlled and its vic- 
tims restored to a normal, happy, and productive 
life. Though it is the eighth cause of death by dis- 
ease in the United States, diabetes is the only 
chronic disease for which there is a known control. 
In fact, there is strong evidence that the controlled 
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diabetic is a better employee than his nondiabetic 
co-worker because of the good health habits and 
self-discipline that diabetic control makes manda- 
tory. Dozens of people prominent in many areas of 
American public life are controlled diabetics. 

The 1,600 doctor members of the American 
Diabetes Association want to screen about five mil- 
lion Americans this year, with the help of com- 
munity leaders. Industrialists are advised that a 
successful diabetes detection program initiated 
among employees during Diabetes Week will result 
both in improved health and in halting economic 
drain. It is felt that a detection and education pro- 
gram such as this will provide many intangible 
benefits, both in morale and in sound employer- 
employee relations. 

In addition to diabetes detection, one of the 
major tasks of the American Diabetes Association 
is the education of the general public in the nature 
of the disease, its complications, and control. The 
Association’s national office at 11 West 42nd 
Street, New York City, has prepared a special article 
for use in company and labor publications, written 
for the layman, and available by writing to the office. 


“4 catch a cold—I buy a bottle of 
whiskey—in a few hours it's gone.” 
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New Releases 


in the MOSBY Synopsis Series 


SYNOPSIS OF PATHOLOGY—Third Edition 


A condensed presentation of Pathology for the busy doc- 
tor who remains a student of medicine and strives to keep 
informed on the newer details and variations in the patterns 
of disease. 

Although compact—it is complete—and leaves elaborate 
detail to the larger reference works. For this Third Edition, 
every chapter has undergone numerous changes and addi- 
tions to incorporate the advances in knowledge, modifica- 
tions of opinion, recent references, and improvements in 
presentation. 

Pathology is far from a static science—and although the 
many changes and additions are too numerous to list here— 


the reader will not fail to be impressed by the coverage given 
to the LE cells and the LE phenomenon of disseminated 
lupus erythematosus, the cytologic characteristics of malig- 
nant cells as evident in smear preparations, cacuolar 
nephropathy associated with intestinal disease, renal papil- 
lary necrosis as a complication of diabetes mellitus, pul- 
monary adenomatosis, thrombotic thrombocytopenic pur- 
pura, grading of gliomas, and beryllium granulomatosis. 

Well written and profusely illustrated—it fills a need for 
the doctor looking for the latest developments in pathology 
in very readable form. 


BY  w. A. D. ANDERSON, M.A., M.D., F.A.C.P., Professor of Pathology, Marquette 
University School of Medicine; Pathologist, St. Joseph’s Hospital, Milwaukee, 
Wisconsin. Third Edition. 788 pages, 334 illustrations (13 color plates). Price, $8.00. 


SYNOPSIS OF OBSTETRICS—-Fourth Edition 


Obstetrics—both normal and abnormal—is covered quite 
fully, and of necessity, quite succinctly, in this small, handy, 
book. 

After the death of the senior author, Dr. Litzenberg, the 
revision of this new fourth edition was taken over by Dr. 
Charles C. McLennan of San Francisco. McLennan has done 
an excellent job of maintaining its didactic style and its 
brevity. He has deleted some old material and expanded 
and rewritten several sections. He has given particular at- 
tention to those sections covering the early life of the ovum, 


endocrine physiology, Rh isoimmunization, regional anes- 
thesia, roentgen pelvimetry, and pregnancy toxemia. 

The chapters on physiology of pregnancy and physiology 
of labor are especially interesting; the pages devoted to 
control of pain in labor are noteworthy—and the many 
illustrations cover completely all phases of obstetrics from 
anatomy of the pelvis through puerperal care and complica- 
tions. Small enough to fit in your pocket, it is clear and 
complete enough to serve as a reference on any phase of 
obstetrics. 


BY JENNINGS C. LITZENBERG, B.S., M.D., F.A.C.S., Late Professor Emeritus of 
Obstetrics and Gynecology, University of Minnesota Medical School, Minneapolis. 
Revised by CHAS. E. McLENNAN, M.D., Professor of Obstetrics and Gynecology. 
Stanford University School of Medicine, Sen Francisco. 378 pages, 157 illustrations 


(5 in color). Price, $5.50. 


SYNOPSIS OF GENITOURINARY DISEASES—Fifth Edition 


All the essential facts connected with urology are clearly 
stated in this well-known and widely used book in our Synop- 
sis Series. Signs and symptoms of urogenital diseases— 
technique of physical examination—diagnosis and treatment 
of minor conditions—are put down so as to make the book 


BY — AUSTIN L. DODSON, M.D., F.A.C.S., Professor of Geni 
and DONALD L. GILBERT, M.D.., 


College of Virginia: 


the popular choice it has remained through four previous 
editions. The principal changes in this edition deal with 
antibiotics and chemotherapy and in improvement of illus- 
trations. 


inary Surgery, Medical 
Instructor in Urology, 


Medical College of Virginia. Fifth Edition. 313 pages, 122 illustrations. Price, $4.00. 


ORDER FORM 


The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, Missouri 


Please send me: 


Anderson SYNOPSIS OF PATHOLOGY—3rd Ed. ($8.00) 
Litzenberg-McLennan SYNOPSIS OF OBSTETRICS—4th Ed. ($5.50) 
Dodson-Gilbert SYNOPSIS OF GENITOURINARY DISEASES— 


{] Enclosed find check. 


5th Ed. ($4.00) 
(_] Charge my account. 


GP 11-52 


GP « Volume VI, Number 5 


% 
F 
| 
a 
|, 
| 
ir 
; 


Che Practitioner’s Bookshelf 


Normal Blood Pressure and Hypertension. By Arthur M. Mas- 
ter, M.D., Charles I. Garfield, M.D. and Max B. Walters, 
M.D. Pp. 144. Price, $4.00. Lea and Febiger, Philadel- 
phia, 1952. 

In clinical medicine, it is advisable to make a diagnosis 
of a disease or pathologic condition only when at least 
several signs or symptoms are present. Unfortunately, 
such a sound approach has been by-passed in cases of 
hypertension: most physicians arbitrarily classify a per- 
son as “hypertensive” if he has a systolic blood pressure 
of 150 mm. Hg and a diastolic blood pressure over 90 or 
95 mm. Hg in the absence of any other findings. Hyper- 
tension, to these clinicians, represents merely an ele- 
vated number. They do not grasp the essential factors in 
the case, e.g. what damaging effect if any has this ele- 
vated arterial pressure had upon the brain, the cardio- 
vascular system, and the kidney. 

Dr. Master, who has long been interested in this 
problem, undertook a statistical study of 74,000 un- 
related individuals, representative of the average healthy 
population, in an attempt to establish the true normal 
limits of the blood pressure. 

These new limits have been found to be definitely 
higher than those heretofore used, and to vary with the 
age, sex, and weight of the subject. The role of anxiety, 
stress and strain, and of sleep upon the blood pressure 
is thoroughly discussed. Dr. Master warns that these 
new limits of normal blood pressure should be applied 
in each case, not as an isolated criterion of disease, but 
in correlation with the entire clinical picture. The con- 
cept that the same blood pressure may be an indication 
of disease in one patient and of little or no clinical sig- 
nificance in another is clearly brought out. 

This volume will interest every physician, whether 
general practitioner or specialist, who uses a sphygmo- 
manometer. —Frank A. Finnerty, JRr., M.D. 


Liver Disease. Edited by Sheila Sherlock, M.D. and G. E. W. 
Wolstenholme. Pp. 249. Price, $5.00. The Blakiston 
Company, Philadelphia, 1951. 

This volume is one of a series of symposia under- 
written by the Ciba Foundation. It is divided into six 
parts, giving particular attention to the following: Pro- 
tein Metabolism in Liver Disease; The Etiology of 
Hepatic Cirrhosis; Etiology of Portal Hypertension and 
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Ascites, and its Treatment; Pigment Metabolism; 
Splanchnic Blood Flow; Infectious Aspects of Liver 
Disease. 

Each part consists of a group of presentations pre- 
sided over by a moderator with full and complete dis- 
cussions, followed by a general discussion. 

While this is basically a research report, quite a 
number of facts important to the general practitioner 
filter through in these discussions It is clearly pointed 
out that of all the so-called liver function tests now in 
use we are still at a loss for a practical and specific 
measuring device for the liver. For anyone wishing to 
bring himself up to date in research trends in liver 
disease by some of our great chemists and clinicians, 
this volume is quite complete. It has much information 
of great practical value, but this is considerably hidden 
in the detailed discussions. 

—Anprew S. Toms, M.D. 


Text-Book of Ophthalmology. By Sir Stewart Duke-Elder, 
M.D. Pp. 4,631-—5,713. Price, $22.50. Vol. 5. The C. V. 
Mosby Company, St. Louis, 1952. 


This book is a classic in ophthalmology and is of the 
same excellent caliber as the previous volumes. This 
volume, with the other four, is the foundation of 
ophthalmic literature and a must for all ophthalmolo- 
gists. There is no single place where so much material is 
available as in these volumes by Duke-Elder. Although 
the books are excellent for the specialist they are too 
lengthy for the average physician. 

—A. N. Lemorng, Jr., M.D. 


Callander’s Surgical Anatomy. By Barry J. Anson, Ph.D. and 
Walter G. Maddock, M.D. Pp. 1,074. Price, $14.00. 3rd 
Ed. W. B. Saunders Company, Philadelphia, 1952. 


This third edition of a very popular text on surgical 
anatomy comes to the profession thirteen years after the 
second edition, and due to the death of the original 
author has been edited by a very capable anatomist in 
conjunction with an outstanding surgeon. 

The original pattern of presentation has been retained 
wherever feasible. Fundamental features rather than de- 
tailed surgical technique have been stressed. 

Many new illustrations from Anson’s recent publica- 
tion Human Anatomy and from prominent surgical texts 
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and surgical literature have been added to the many 
illustrations that have been retained from the original 
editions. 

The book is divided into ten parts, namely, the Head, 
Neck, Thorax, Abdomen, Pelvis, Male and Female 
Perineum, Vertebral Column-Canal and Spinal Cord, 
and Upper and Lower Extremities. Each part is subdi- 
vided into several chapters. 

It stresses normal anatomy, variances from the nor- 
mal in anatomy, and anatomical surgical approaches to 
almost every surgical problem. 

It has the four fundamental attributes that are neces- 
sary to make a book of this type extremely useful. 
These are: 

1. Completeness. It covers the field in detail, having 
added many new subjects and procedures that have 
come into use in the past decade. 

2. Authoritativeness. The earlier editions were consid- 
ered authoritative in this field. This new edition by new 
authors has only added to this reputation. 

3. Well Illustrated. The 929 illustrations, many re- 
tained and many new, give excellent visual aid to under- 
standing and following the concise text. 

4. Correlation of Text to Illustrations. Surgical ap- 
proaches and anatomic problems, as written in the 
text, are brief, clear, and well integrated with the de- 
tailed illustrations. 

This is an authoritative and complete text in surgical 
anatomy to fit the professional needs of the advanced 
student and practitioner of surgery. 

—U. R. Bryner, M.D. 


The Quiet Art, A Doctor's Anthology. By Dr. Robert Coope. 
Pp. 284. Price, $3.00. The Williams and Wilkins Com- 
pany, Baltimore, 1952. 


A bedside book is particularly useful for a general 
practitioner; he often needs a literary sedative at the 
close of a harassed day. This is an ideal one. 

The word anthology comes from the Greek word 
meaning to gather flowers, and this little book is indeed 
a collection of some beautiful flowers from the garden of 
medical literature. The selected passages run the gamut 
from Plato through Osler to Alvarez. Dr. Robert Coope, 
a British physician and consummate scholar, has com- 
piled an anthology which can be recommended to any- 
one seeking relaxation and pleasure. The selected ex- 
cerpts serve as windows into other men’s minds and 
souls. Thus they ofer a degree of inspiration also. 

—Mac F. Canat 


The Scalp in Health and Disease. By Howard T. Behrman, 
M.D. Pp. 566. Price $12.75. The C. V. Mosby Com- 
pany, St. Louis, 1952. 


This book could well e titled an encyclopedia of the 
scalp. It is a thoroughly complete book on the normal 
anatomy and physiology of the hair and scalp, and on all 
the diseases man is hei: to in this region of the body. It 
also discusses at grea. length and detail all the uses and 
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misuses of dyes, shampoos, bleaches, and other nos- 
trums foisted upon the public, and of the results of such 
uses. 

The association of diseases of the scalp with those of 
the skin is pointed out, and a point well taken is that 
scalp diseases may be forerunners of diseases elsewhere. 

This book contains more than three hundred excel- 
lent illustrations, enabling the reader to visualize many 
of the conditions enumerated. 

It is probably one of the best prepared books that I 
have ever seen. —ArTHUR N, Jay, M.D. 


Conference on the Problems of Aging. Transactions of the 
Twelfth Conference, February 6-7, 1950, New York, N.Y. 
Edited by Nathan W. Schock. Pp. 215. Josiah Macy, Jr., 
Foundation, New York, 1951. 


This is a stenographic report of a conference on 
problems of aging. It is of interest today when so many 
men are being retired at the age of 65. On page 186 it 
is noted that today a retired worker aged from 65 to 75 
years may earn up to $50.00 per month without for- 
feiting his small government benefit. In view of the small 
size of these benefits it would seem that the government 
ought to rejoice when a man goes on working and earn- 
ing enough to help support himself. Today the govern- 
ment takes away what little pension the man has earned 
if he tries to be self-supporting. 

On page 160 it is noted that one company has a per- 
sonnel officer who helps retiring men find something 
to do to keep them amused and active. 

—W. C. Atvarez, M.D. 


Surgical Practice of the Lahey Clinic. By Surgeons of the Lahey 
Clinic. Pp. 1,014. Price, $15.00. W. B. Saunders Com- 
pany, Philadelphia, 1951. 


This volume presents surgical procedures which by 
frequent repetition have become quite standardized in 
this clinic. Only one procedure is presented for each 
type of case—the procedure that has been used, im- 
proved, and refined to near-perfection by the Lahey 
surgeons. 

It is mainly devoted to actual operating technique and 
is beautifully illustrated along these lines. It also places 
well-balanced emphasis on diagnostic methods, selec- 
tion of cases, preoperative and postoperative care, anes- 
thesia procedures, concurrent medical treatment, and 
evaluation of results. These latter evaluations are doubly 
valuable because they are backed up by reports and end 
results in long series of cases. 

The chapter on “Technic of Subtotal Thyroidecto- 
my” by Dr. Frank H. Lahey covering an experience of 
over 28,000 cases is a classic in simplicity and authen- 
ticity on this subject. It should be read by every aspirant 
to thyroid surgery. 

You are given the end results in 229 cases of bile duct 
stricture operated on by a new method, and the results 
of 139 total gastrectomies in early carcinoma of the 
stomach. 
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fer your ow-sodium~diel patient 
DIASAL 


lo help him slay on his diet 


DIASAL is an outstanding salt substitute. 
In addition to its fine salt taste, it contains glutamic 
acid to bring out the natural flavor of each food 
—and it can be used in cooking. At the same 


time its high potassium content protects 
your patient against potassium depletion, 
a hazard of low-sodium diets.’ 


“Of all the products [salt substitutes] studied, 


DIASAL LOOKS LIKE SALT DIASAL most closely approximates 


sodium chloride in... pour-quality, 
DIASAL TASTES LIKE SALT tape 


appearance and stability.’ 


DIASAL POURS LIKE SALT 


DIASAL IS SAFE..... Contains No Lithium - No Sodium - No Ammonium 


Constituents: p chloride, glutamic acid and inert excipients. 


DIASAL may be freely prescribed in congestive heart failure, 
hypertension, arteriosclerosis and toxemias of pregnancy. 
It is contraindicated only in severe renal disorders and oliguria. 


DIASAL— in 2-o0z. shakers and 8-oz. bottles at all pharmacies. 


Samples, literature and pads of low-sodium diets available on request. 


1. Fremont, R. E.; Rimmerman, A. B., and Shattel, H. E.: Postgrad. Med. 10:216, 1951. 
2. Rimmerman, A, B., et al: Am. Pract. & Digest Treat. 2:168, 1951. 


E. FOUGERA & COMPANY. INC. 
75 Varick Street, New York 13, New York 
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This volume covers a wide variety of surgical subjects 
including surgery of the thyroid, neck, esophagus, 
lungs, heart, stomach, duodenum, small intestine, colon, 
sigmoid, rectum, biliary tract, spleen, adrenal gland, 
pancreas, breast, pelvis, bones and joints, brain, spinal 
cord, and nerves. It also includes rather complete cover- 
age on anesthesia and many miscellaneous subjects. 

Those surgeons desiring a forthright coverage of sur- 
yery in a noncontroversial manner, yet authoritative 
beyond question, will benefit from this very fine report 
from one of the outstanding surgical clinics of our time. 

—U. R. Bryner, M.D. 


Cold Injury. Edited by M. Irene Ferrer. Pp. 248. Price, $3.25. 
Josiah Macy, Jr., Foundation, New York, 1952. 


With interest in cold injuries at its peak during war- 
time, World War II and the present Korean campaign 
being no exception, this conference is certainly a timely 
one. In an effort to further knowledge about cold inju- 
ries, the Macy Foundation has gathered together repre- 
sentatives of the Army, Navy, and Airforce Medical 
Services, as well as eminent investigators from research 
centers both here and abroad. By listening, as it were, 
to the experts exchanging ideas, relating their own ex- 
periences, and giving their own data and methods, the 
reader is given a concise picture of the current concepts 
of pathogenesis and recent advancements in therapy of 
cold injuries. 


Since the conference is conducted in the usual _in- 
formal manner of all Macy Foundation Conferences, 
with emphasis on meaningful communication between 
scientific disciplines, this volume is not only interesting 
and practical for all who see vascular disease but is also 
enjoyable reading. Frank A. Finnerty, Jr., M.D. 


The Pathology of Diabetes Mellitus. By Shields Warren, M.D. 
and Philip M. LeCompte, M.D. Pp. 336. Price, $7.50. 
3rd Ed. Lea and Febiger, Philadelphia, 1952. 


This third edition of The Pathology of Diabetes Mellitus 
has been completely revised and the information on this 
important disease brought up to date. The book is ex- 
actly what its name implies, a minutely detailed descrip- 
tion of the pathologic changes in all of the organs of the 
diabetic. Much of this information is the result of ad- 
vances in experimental studies and improved histo- 
chemical and histopathologic methods. 

There is an extensive bibliography from both the 
English and foreign literature. Some of the references in 
the previous edition have been deleted and many new 
ones added. The illustrations are of excellent quality. 

While this text is of invaluable aid to the pathologist, 
it is doubtful that it would be of great use to the general 
practitioner since the context is so highly specialized. 

The printing and format are excellent and the book 
will be a worthy addition to all pathologists’ bookshelves. 

—Ewma S. Moss, M.D. 


New COMFORT 


You will approve the knit-in cup 

shape of this maternity garment that 
rovides comfortable support without 

or harmful This 


KNIT TO CONFORM 
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cup-like shape is achieved by an 
exclusive Freeman development in the 
art of knitting. Especially if a patient 
regularly wears a girdle, she will enjoy 
the Freeman with its two-way stretch 
nylon lastex and petal soft interior. 
Cool, light and skillfully tailored, 

this is a garment you can prescribe 
with the assurance that it will be worn. 
White or Pink. Small, Medium, 

Large and Extra Large. Ordered by 
waist and hip measurements. 

Write for catalog on Freeman girdles 
and surgical garments. We'll send the 
name of your nearest Freeman dealer. 


FREEMAN MFG. CO. 


Department 511, 
STURGIS, MICHIGAN 


* 

FOR YOUR PATIEN 

GIRDLES | 
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“the treatment of choice...” 
| | for 

specific 

relief 


Each tablet contains: 


Sandoptal’®) (Isobutyl-allyl-barbituric acid) of 
Warning—May be habit forming. 


TENSION 
| HEADACHE 


“the most common of all” 


Literature giving full details and physician's 


trial supply will reach you by mail. 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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Academy Reports and News 


Tuesday Program at Saint Louis To Include. . . 


A. Diagnosis Via Body Apertures 


B. 


Industrial Medicine 


C. Spinal Anesthesia 


Tue Assembly program for Tuesday morning, 
March 24, embraces one of the most remarkable 
subject areas ever covered in a medical meeting. It 
is so basic and important, however, that one won- 
ders why it has never been presented before. 

To a startling degree, diagnosis has come to de- 
pend upon secondary findings rather than direct 
observation. Blood analysis, fluoroscopy, ausculta- 
tion, B. M. R’s., thermal changes—all these have 
respected places in the diagnostic armamentarium. 
But the thorough general practitioner who adds to 
these what his eye can see and his finger can feel 
has, in the opinion of many authorities, a better 
opportunity to build a true and complete picture of 
the patient and his condition. 

To insure that diagnosis via the body surface and 
apertures does not become one of the profession’s 
fading arts, the entire program on Tuesday morning 
will be devoted to this subject area. The session 
opens with a comprehensive lecture on ‘The Gen- 
eral Physical Examination,” by Dr. Louis Kraus, 
Professor of Clinical Medicine at the University of 
Maryland. Dr. Kraus will review procedures that 
have proven most effective in conducting general 
physicals, will point up the many symptomologic 
signs presented by skin condition, posture, and 
gross physical manifestations which should be 
sought for during the examination, and will inter- 
pret them in terms of probable causative factors. 
The family doctor who has tended to skip the gen- 
eral physical in the interests of time economy, or 
who at best accords it only cursory attention, will 
acquire a refreshing new perspective. 
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While we may not normally think of the eye as a 
body “aperture,” it has been described by one 
writer as “not only the window of the soul, but of 
the soma, as well.’’ We are beginning to realize in- 
creasingly, looking into it instead of out of it, how 
much the eye can tell us about body pathologies 
which may themselves be deeply hidden. Dr. J. 
Hewitt Judd, Professor of Ophthalmology at the 
University of Nebraska Medical School, has done 
much to pioneer techniques in this important diag- 
nostic area and to develop interpretive standards. 
His talk on this subject will be profusely illustrated 
with full-color slides and should provide every phy- 
sician at the meeting with a concise and comprehen- 
sive training in the use of eye field findings in diag- 
nosis. Dr. Judd is a Fellow of the American Acad- 
emy of Ophthalmology and Oto-Laryngology, and a 
member of the Association for Research in Ophthal- 
mology. 

Dropping quickly down the body (since we will 
have covered “The Acute Throat” in Dr. Robert 
Goodwin’s lecture on Monday afternoon) we come 
next to the apertures included in “Diagnosis of the 
GU Tract.” The discussion of this area will be pre- 
sented by one of its most authoritative students, 
Dr. Elmer Hess, of Erie, Pa. A graduate of the 
University of Pennsylvania, a member of the Amer- 
ican Urological Association, and a Fellow of both 
the American College of Surgeons and the Inter- 
national College of Surgeons, Dr. Hess has a repu- 
tation for making his lecture platform appearances 
as entertaining as they are instructive. His discus- 
sion of genitourinary conditions, from the stand- 
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point of diagnosis, will constitute a thorough and 
illuminating refresher course on the pathology of 
the area. Dr. Hess is probably as well known for his 
authorship of the famous “Hess Report” as for his 
extensive writings in the field of urology. 

The Tuesday morning investigation into the area 
of “‘apertural diagnosis” will be concluded by Dr. 
Hyrum R. Reichmann, of Salt Lake City, with a 
discussion of “‘Proctology Diagnosis.”” Dr. Reich- 
mann is Assistant Clinical Professor of Surgery (in 
Proctology) at the University of Utah College of 
Medicine, and his teaching talents are backed by 
extensive and broad experience in private practice. 
In addition to reviewing and interpreting the diag- 
nostic signs to be sought in proctologic examina- 
tions, he will discuss the techniques in the use of 
the proctoscope and anoscope—important instru- 
ments with which the average general practitioner is 
more familiar in theory than in actual practice. Dr. 
Reichmann lists both the International College of 
Surgeons and the American College of Surgeons 
among his principal organizational affiliations. 


Industrial Medicine 


Since a considerable proportion of the work in 
industrial medicine is handled by general practi- 
tioners, and since at least 95 per cent of all general 
practitioners have some industrial practice, it is 
helpful for us to examine our role, our responsibili- 
ties, and our limitations in this field of increasing 
importance. The first hour and a half of the Tues- 
day afternoon session will be devoted to lectures by 
three of the nation’s top authorities on industrial 
medicine. 

Dr. Earl F. Lutz has been engaged in industrial 
practice for the past fifteen years and since 1944 has 
been Associate Medical Director of General Motors 
Corporation. He is a Director of the Industrial 
Medical Association, Chairman of the Workmen’s 
Compensation Committee of the Wayne County 
Medical Society—and a member of the American 
Academy of General Practice. In his talk on ‘‘Re- 
lationship Between the G.P. and Industrial Medi- 
cine” he will emphasize how a close relationship 
between the full-time industrial physician and the 
general practitioner not only benefits the patient 
but also contributes to the medical program of the 
industry served. He will also explain why and how 
the general man rendering part-time service to a 
small factory can enhance the quality of that service 
by increased understanding of the plant operations 
and working conditions. This talk will be particu- 
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Dr. Earl F. Lutz (left), Associate Medical Director of General 
Motors, Detroit, will open the Tuesday afternoon session on 
“Industrial Medicine"; and Dr. Elmer Hess, who will talk to the 
Tuesday morning audience at the St. Lovis Assembly on “‘Diag- 
nosis of the GU Tract.” 


larly helpful to younger men contemplating some 
industrial practice. 

The second paper in this subject area will be 
“Insurance Compensation Problems,” by Dr. 
Gradie R. Rowntree, Associate Professor of Public 
Health at the University of Louisville. Dr. Rowntree 
is nationally known as Medical Director of the 
Deering Press in Louisville, where he received an 
award two years ago from the American Association 
of Industrial Physicians and Surgeons for the 
**Model Industrial Medical Department.” His paper 
will discuss the types of injuries which are com- 
pensable and the many factors which may affect 
their compensation status. Special consideration 
will be given to the so-called “borderline” types of 
cases that may be simple in treatment but a head- 
ache when it comes to the reports. Ways will be 
suggested for simplifying the paper-work phase of 
industrial practice. 

The third half-hour presentation in the field of 
industrial medicine will be made by Dr. Clarence D. 
Selby, Resident Lecturer in Industrial Hygiene, in 
the School of Public Health at the University of 
Michigan. Prior to this position he was for fourteen 
years Medical Consultant for General Motors. Dr. 
Selby will discuss ‘Some of the Quasi-Occupational 
Diseases” —among them, duodenal ulcer, coronary 
disease, lung cancer, hypertension, adiposis alco- 
holism, and nervous breakdown. Their primary 
causes may not be directly related to employment, 
but occupational influences may be present and of 
sufficient importance for consideration in preven- 
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tion, diagnosis, and treatment. These occupational 
factors will be given particular examination in this 
discussion. 


Last Tuesday Session 


The final hour, following the afternoon recess, 
will be devoted to two papers not specifically a part 
of the subject areas previously covered during the 
Tuesday program, but of related interest. For exam- 
ple, ‘*The Status of Spinal Anesthesia,” to be pre- 
sented at 4:00 by Dr. L. F. Schumacher, of Hous- 
ton, is certainly not limited to industrial practice in 
its application, but few industrial men can fail to 
benefit from the speaker’s clarification of local block 
techniques, their limitations and uses. Dr. Schu- 


macher, who is recognized as one of the top authori- 
ties on spinal anesthesia, is Professor of Anesthes- 
iology at Baylor University College of Medicine and 
Chief Anesthesiologist at Hermann Hospital, Hous- 
ton. He is, in addition, a speaker of distinction. 
The final paper of the day will be ‘Office Prob- 
lems in Gynecology,” but unfortunately the Com- 
mittee on Scientific Assembly has not yet released 
the name of the speaker at this writing. Chairman 
Merlin Newkirk assures us, however, that he will be 
one of the three most outstanding names in gyne- 
cology—and that his paper will be a down-to-earth, 
comprehensive review of gynecologic pathology, 
with special attention to techniques of diagnosis and 
therapy which can be handled effectively within the 
limits of the general practitioner’s office facilities. 


EVERYBODY 


CAN GET TO SAINT LOUIS 


UNIVERSITY of PENNSYLVANIA 


GRADUATE SCHOOL OF MEDICINE 


GRADUATE STUDIES IN THE 
CLINICAL SPECIALTIES AND 
BASIC MEDICAL SCIENCES 


Eight Month Courses Beginning 
September 28, 1953 


Basic Medical Sciences 
Dermatology 
Gastroenterology 
Gynecology-Obstetrics 
Internal Medicine 
Neurology-Psychiatry 
Ophthalmology 


Orthopedics 
Otolaryngology 
Pediatrics 
Physical Medicine 
Radiology 
Surgery 

Urology 


Following completion of the above 
basic courses students may become can- 
didates for the degree of M.Sc. (Med.) 
For informatior on these and other courses address: 
The Dean, Graduate School of Medicine, Room 236 
University of Pennsylvania, Philadelphia 4, Pa. 


VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume V of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 
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Two reasons why so many 
physicians are finding 


the more effective 
lipotropic therapy 


BETAINE 
CHOLINE 
LIVER FRACTION ! 
VITAMIN B12 


1. 


Contains betaine in addition to 
choline, liver and Bi2. Produces 
better results. 


2. 


Excellent taste and tolerance. 
Allows massive dosage when 
needed. Assures complete patient 


Stuart cooperation. 
ine 
Lipote EACH TABLESPOONFUL contains: 
Betaine* ...... (3000 mg.).... 3Gm. 


DesiccateD 


VITAMIN 812 


Liver Fraction 1 N.F. ..........210 mg. 
Vitamin Bi2 (USP Crystalline) .... 12 meg. 


EACH CAPSULE contains: 


Desiccated Liver N.F........... 35 mg. 
Vitamin Bi2 (USP Crystalline).... 2 meg. 


THE STUART COMPANY «+ PASADENA 1, CALIFORNIA 


E 

— 


PEXTRO. AMPHETAMINE SULPHATE 
PHENOBARBITAL *Vitamins: A, 1700 USP units; D, 170 USP 
‘Warning: Moy be habit form) units, C, 25 mg.; By, 1 mg.; Bs, 1 Niacin 
Amide, 10 mg.; 0.15 mg.; 1 meg.; 
cium Pantothenate, 1.5 mg. Minerals: Calcium, 
40 mg.; Phosphorus, 30 mg.; Iron, 3 mg.; Cop- 
per, 0.25 mg.; lodine, 0.05 mg.; Colbalt, 0.167 
mg.; Manganese, 0.33 mg.; Zinc, 0.1 mg. 


AVAILABLE AT ALL PHARMACIES 


*« PASADENA 1, CALIFORNIA 
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| 
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ONE SMALL CAPSULE CONTAINS: 4 ae 
\ »5 mg. dextro amphetamine 
\ sulphate to inhibit appetite, and pro- 
2 \ \ 
x duce a feeling of well being. 
/ 
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s\ 
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= 2200 mg. methylcellulose | 
\ to supply needed bulk. 
Low in cost to patients: 
mac? Approximately 4¢ per capsule | 2 
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AcTvaL start on the Academy’s Headquarters Build- 
ing may be no further away than next Spring! At 
their meeting in Kansas City in late September, the 
Directors of the Academy were able to announce 
that the “cash-on-hand” total of the Building Fund 
had passed $60,000—only $15,000 short of the 
point at which contracts can be awarded. This en- 
couraging improvement in the Headquarters Build- 
ing prospects results largely from three major de- 
velopments during the month of September. 


Procter & Gamble Makes Substantial Gift 


In mid-month, Dr. John R. Fowler, Building 
Fund Chairman, received from Mr. Wm. G. Werner, 
executive of the Procter & Gamble Company of 
Cincinnati, Ohio, a check for $5,000—“‘an expres- 
sion,” Mr. Werner wrote, “of that organization’s 
faith in the general practice of medicine and confi- 
dence in the future of the American Academy of 
General Practice.” He further advised that this 
contribution does not terminate Procter & Gamble’s 
interest in the success of our building program or 
their intent to make additional contributions in the 
future. This well-known industrial organization 
had already presented the Building Fund with 
$1,000 at the beginning of the campaign, almost 
two years ago. 

The Academy has accepted these gifts in the 
spirit in which they were made. While, as Dr. 
Fowler pointed out, the organization has refrained 
from any solicitation of funds from commercial in- 
terests, his Committee welcomes such voluntary 
expressions of support for the program of profes- 
sional betterment which the Academy is undertak- 
ing. “The fact that Procter & Gamble has no direct 
monetary interest in wooing the general practition- 
er,” he said, “is evidence of the sincerity and vision 
which prompted this gift.” 


Texas Does It Again! 
The second September boost to Building Fund 


totals came from Texas. At the annual meeting in 
San Antonio, Dr. Fetzer and his energetic Commit- 
tee (abetted by the persuasive Dr. Fowler in person) 
ran the grand total for the Lone Star State up to 
nearly $9,000 in cash and approximately $2,500 in 
pledges. This gives Texas a total of over $11,000 
and a strong hold on first place (at least until 
California meets in early November). 

Before the end of the San Antonio meeting, 86 
more Texans were sporting buttons with a big red 
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Dr. John R. Fowler, A.A.G.P. Building Fund 
Chairman, and Dr. Wm. J. Fetzer, Chairman of 
the Texas Committee, count up results of their 
efforts during the San Antonio meeting. The 
smiles indicate that results were excellent. 


Building Fund Jumps Ahead 


Start of Construction Only $15,000 Away! 


Mr. Wm. G. Werner, Director of Public Rela- 
tions and Consumer Information, Procter & 
Gamble Co., who implemented that organi- 
zation's $5,000 Building Fund contribution. 
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e PROMPT SYMPTOMATIC RELIEF 
e GREATER STAMINA 
e IMPROVED SENSE OF WELL-BEING 


The patient receiving Veriloid experiences prompt re- 
lief of the very symptoms which caused him to seek 
professional care. Shortly after dosage adjustment is 
completed, headache and malaise are greatly reduced 
in severity or disappear entirely, and a sense of well- 
being quickly develops. This subjective improvement 


ww ditto 7 w usually precedes a significant fall in blood pressure. 
LOWERING THE BLOOD PRESSURE 


Through central action, Veriloid produces a gratifying 
drop in arterial tension in a significant percentage of 
patients treated. A unique, highly purified fraction of 
Veratrum viride, Veriloid is indicated in many grades 
of essential hypertension. The average patient requires 
from 9 to 15 mg. daily in divided doses. 
Veriloid (brand of alkavervir) is available on pre- 
scription in 1 mg., 2 mg. and 3 mg. tablets. 


RIKER LABORATORIES, INC. 
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**C” on their lapels. Over 60 of them qualified for 
Century Club Certificates with either checks for 
$100 or by paying the difference between previous 
contributions and the “C-note” requirement. 


Board of Directors Boosts Fund 


At the Fall meeting of the Board of Directors in 
Kansas City, the transfer of $20,000 to the Building 
Fund was authorized. This substantial addition, 
plus the sums described above and contributions of 
$2,210 from 11 other states, brings the cash total of 
the Fund to slightly in excess of $60,000. Last win- 
ter the Board set $75,000 as the point at which con- 
struction negotiations might be started. 

The Building Fund Committees in all the states 
are therefore girding themselves for an intensified 
drive to bring in the remaining $15,000 before De- 
cember 31, 1952. If that can be accomplished, it 
may be possible to start actual construction by late 
Spring—which would enable the Academy to move 
into its permanent home before the end of the com- 
ing year. Every member of the Academy who has 
not yet made a contribution to this new building is 
earnestly urged to do so NOW. Remember—this 
Headquarters Building will perform two important 
functions. First, it will stand as physical evidence of 
the importance of general practice and the firm 
future of this Academy. Second, it will enable your 
headquarters staff to serve you better and in more 
ways. It should be a point of personal pride to every 
Academy member that he had a part in bringing 
this building to reality. 

Previous contributors are reminded, too, that 
they already have an investment in this building 
which they can make more secure by putting their 
shoulder to the wheel again. The ranks of the elite 
Century Club have not been closed and many 
Academy members are winning its coveted Certifi- 
cate by augmenting their earlier contributions with 
a second or third check. 

Contributions for the month of September came 
from the following sources: 


Maryland 
Massachusetts. . . . 


Procter & Gamble Company 
Grand total 
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Aunts in the Printers’ Plants 


COVERING ALL LINES 
Mrs. Dean announces that her beauty lotion 
and cosmetic department has become such an 
important part of her pharmacy that from now 
on she will have a regular chemise on duty at 
all times.—Rocky River(Mass.) Enterprise. 


AWAKENING 
The aged physician has been a country doc- 
tor for the past 40 years. Born in California, 
he came to at the age of 16.—Deveau(Kans.) 
Guide. 

RESOURCEFUL 
BeinG a father of four growing children has 
proved a boon to Mrs. Alfred Whitney Gris- 
wold, wife of the president of Yale.—Detroit 
(Mich.) Times. 


ANTE-MERIDIAN 
THE patient, who had been confined to the 
mental ward, said the nurse seized her rough- 
ly by the wrist and threw her to the floor, and 
in proof of her charge exhibited four ugly 
black-and-blue finger marks on her forenoon. 


—Bennetville(Tenn.) News Bee. 


GEOGRAPHY 
Tue physician’s wife testified that she had 
dropped in at her husband’s office unexpect- 
edly several times and found his receptionist 
sitting on his map.—Platt(Wyo.) Pioneer. 
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Colorado........$155 Mississippi.....$ 250 
re Lovisiana........ 5 New York..... 660 
ae 190 Texas........ 2,379 
Minnesota....... 30 Uteth. 100 
Total.......$ 5,089 
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Make your Hotel Reservations early 


1953 Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


The Academy returns to St. Louis in 1953 
with the biggest anticipated registration in its 
history—but with no increase in the number 
of available hotel rooms. This means that the 
physician who makes his reservation early 


will have first choice on the best rooms in the 
better hotels. 


For the finest program yet offered at any 
Annual Assembly... 


By all means come to St. Lows... 


The St Lous Auditorium 
1s only three blocks from 
the Union Depot and within 
easy walking distance of alarge 
number of St Lous’ best hotels. It 
can be convenmently reached by 
surface cars, bus lines ond service 
cars, and there awe ample parking 
focihnes adjacent to it 


® Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the St. Louis Hotel 
Bureau. 


® No “headquarters” hotel—Academy headquarters 
will be at Kiel Auditorium. 


® Delegates and distinguished guests may specify the 
Statler. 


® State officers and delegates must make their own 
reservations. 


® Be sure to indicate definite arrival and departure 
time, also names of room occupants. 


® Assembly registration begins at 9:00 A.M. Monday, 
March 23. Meeting ends at noon, March 26. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 
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APPLICATION FOR HOUSING ACCOMMODATIONS 


AMERICAN ACADEMY OF 


ST. LOUIS, MISSOURI MARCH 23-26, 1953 
GENERAL PRACTICE 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 23-26, 1953 in St. Louis, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations must 
be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE DEFI- 
NITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OC- 
CUPY RESERVATIONS REQUESTED MUST BE INCLUDED. 


*ST. LOUIS HOTEL ROOM RATES 
Rooms for Two Rooms for Two 

Singles Doubles Twins 2-Room Suites Singles Doubles Twins 2-Room Suites 
American $3.75- 4.50 $5.25- 6.50 $6.50- 7.50 Majestic... $4.00- 6.00 $6.00- 8.00 $7.00-10.00 
Baltimore... ‘ 00 5.50- 7.50 6.50- 7.50 Mark Twain... 4.50- 7.00 6.50- 9.00 9.00-10.50 $15.50 & Up 
Broadview : 50 5.50- 7.00 7.00- 8.00 $10.00-12.00 Mayfair 5.00-10.00 6.50-12.00 8.50-12.00 14.50 & Up 

.00 9.00-12.00 9. 00 16.00 & Up McKinley... 2.25- 3.50 4.00- 5.00 5.50- 6.50 
Claridge i 00 6.50- 8.50 7. 50 16.00 & Up Melbourne... . 4.50- 8.50 6.50- 9.00 9.00-11.50 14.00-18.00 
Congress. 00 6.00-10.50 6. 50 12.00-20.00 Park Plaza... 7.00-11.00 11.00-14.00 11.00-16.00 16.00 & Up 
& 00 12.50-15.00 . 4.50- 8.50 6.50-10.50 7.50-10.50 
Fairmont. t Statler... (5.00-10.00 7.50-12.00 9.00-13.00 28.00-29.00 
Forest Park... 4. . . . i 00 10.00-16.00 No Rooms available. Reserved for Delegates and 
Gatesworth 50 10.00-16.00 Distinguished Guests. 
Geo. Washington... 3. , i 3.00- 4.50 4.50- 6.00 6.50 
Jefferson. — . 21.00 & Up swe 3.90- 5.00 6.00- 7.50 7.50- 8.50 


Kings Way... 3. . 5.00- 7.25 8.50 9.00-12.50 *The above quoted rates are existing rates but are, of course, subject to any 
6.50-10.00 7.00-11.00 16.50 & Up change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: FEBRUARY 23, 1953 


Hotels Convention Reservation Bureau, A.A.G.P. 
Room 406—911 Locust St. 
St. Louis 1, Missouri 


Please reserve the following accommodations for the: AMERICAN ACADEMY OF GENERAL PRACTICE IN ST. LOUIS, MISSOURI ON 
MARCH 23 TO 26, 1953 


Double Bedded Room Twin Bedded Room 
Other Type of Room 
Rate: From $ First Choice Hotel 
Second Choice Hotel 
Third Choice Hotel 
Arriving at Hotel (date) A.M. P.M. Leaving (date) 
hour. A.M P.M. 
THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


(Individual Requesting Reservations) 


Name 


If the hotels of your choice are unable to accept your reservation 
Company the Hotels Convention Reservation Bureau will make as good a 
Address reservation as possible elsewhere providing that all hotel rooms 
City and State available have not already been taken. 
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SIDE VIEW AND APPLICABILITY, with standard pulley 
and foot of bed 4” to 6” elevated, demonstrates the freedom of 
leg movement which prevents quadriceps atrophy. 


PELVIC TRACTION BELT 


indicated in the treatment of 


LOW 


An effective and practical adjunct in the 
treatment of low back injuries, following 
the tested designs of Dr. Samuel Varco. 


Clinicians regard it as a marked improve- 
ment over present traction methods. In no 
way does it restrict the use of any other 
modalities which may be desired. 


BACK INJURIES 


Ease of application, cheerful acceptance 
by the patient, its availability for men, 
women and children at hospital or home 
and a decrease in the demands on the 
nursing staff make the Camp-Varco Pel- 
vic Traction Belt a distinct contribution. 


Write for literature. 


PERMITS PROPER NURSING. The patient can move about freely 


for the application of massage or any other 


form of therapy. The traction is self-adjusting. 


S. H. CAMP AND COMPANY, JACKSON, MICHIGAN 
Offices in New York * Chicago * Windsor, Ontario * London, England 
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Texas Doctors Name Public’s Grievances Against Medicine 


Magazine, Texas Parade, Carries Story 
On Solution of Medical Care Problems 


Texas physicians feel that you can’t keep some 
people from wanting something for nothing. The 
best way to combat even a minority appeal for 
some kind of socialized medicine is to examine 
every possible cause for dissatisfaction with medical 
care and then set out to do something about it, the 
magazine, Texas Parade, said in a recent issue which 
carried a story on the activities of the Texas chapter 
of the American Academy of General Practice and 
the Texas Medical Association. 

The Texans have set out four main problems 
which seem to be a sore point with John and Mary 
Public. 

First, some people think medical fees are out of 
line in spite of the fact that the United States 
government statistics show that their increase has 
been the lowest increment in the rising cost of 
living. 

A proposed solution is to establish a “court of 
appeal” or grievance committee where any Texan 
with any complaint against medicine will receive 
a completely fair and confidential hearing. It 
should guarantee satisfaction in all but the crank 
cases. 

Second, some people have trouble getting a 
doctor to their homes in an emergency, particularly 
at night. 

An answer to this problem is already underway 
in Texas in the form of an emergency telephone 
service. The doctors feel an emergency call service 
is a necessity in the larger communities. Staff 
them on a voluntary, round-the-clock basis. Handle 
the calls regardless and advertise that telephone 
number. 

Third, there’s too much waiting in the reception 
room. 

The article proposed training the front office 
personnel scientifically, just as the large business 
houses have discovered they must do. Office tech- 
niques must be streamlined. 

Fourth, there is the continually recurring lament 
that there aren’t enough doctors to serve rural 
areas adequately. 

The Medical Preceptorship Plan, now in progress 
in Texas and many other states, is planned to ease 
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Much of the success of the preceptorship program sponsored by 
the Texas chapter of the A.A.G.P. and the University of Texas 
School of Medicine must be accredited to these three general 
practitioners. Dr. Andrew S. Tomb of Victoria (left to right), 
a past president of the Texas chapter; Dr. E. Sinks McLarty of 
Galveston, director of the program; and Dr. Van Goodall of 
Clifton, immediate past president of the chapter, have super- 
vised the program. 


this complaint, and results thus far show that the 
programs are successful. 

The article delved into the activities of the 
medical student and his work as an understudy to 
a preceptor. Supervisors of the preceptorship 
program under the Texas chapter of the A.A.G.P. 
are Dr. Andrew S. Tomb of Victoria, Dr. E. Sinks 
McLarty of Galveston, and Dr. Yan Goodall of 
Clifton. 

Besides the strictly rural preceptoral angle, 
the story mentions the student who is working 
under medical supervision in the Texas Prison 
System. Another is assigned to South America as 
his future plans call for him to be a medical mis- 
sionary. A young Negro is being trained by a 
prominent Texas Negro physician. 

The activities of the Texas chapter and medical 
association are rounded out in the article by men- 
tioning the work of the Relocation Bureau, which 
is a sort of placement agency. Its job is to find the 
communities asking for additional medical care 
and try to interest young doctors in moving to that 
area. Progress has been made, the bureau reports, 
since areas without medical care have been sharply 
reduced in the Lone Star State. 
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colds and 


or codeine’s analgesia— 


h ‘Edrisal with Codeine’ tablet conts i 


eguiiate 


nzedrine’ Sulfafe 
(racemic amphetamine sulfate, 


\4 gr. codeine, prescribe two tablets 


Philadelphia 


.M. Reg, US. Pat, Off. 
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September Meeting Co-ordinates Plans 
For 1953 AAGP Assembly in St. Louis 


Mempers of the Local Arrangements Committee for 
the Academy’s 1953 Scientific Assembly in St. 
Louis and representatives from the Headquarters’ 
staff in Kansas City had their first official joint 
meeting September 15 in St. Louis in preparation 
for the Assembly in March. 

Although preparation for the Fifth Annual Sci- 
entific Assembly began long before the Atlantic 
City sessions this year, the September meeting co- 
ordinated all the plans to date and laid the ground- 
work for further operations to make the repeat 
performance in St. Louis a standout. St. Louis was 
the site of the Second Annual Scientific Assembly 
which was held in 1950. 

The group which gathered at the Jefferson Hotel 
for the luncheon meeting was comprised of Dr. 
Charles Martin, chairman of the Local Arrange- 
ments Committee, Mrs. Norton Eversoll, chairman 
of Ladies’ Entertainment, Drs. Eversoll, C. W. 
Schumacher, Charles A. Jost, and C. D. Calkins, 
all of St. Louis, Mr. Mac F. Cahal, the A.A.G.P. 
executive secretary, and seven of his staff members 
from Kansas City. 

Announcement of appointments to committees 
will be made when all the selections have been 
completed and will be carried in GP. 

St. Louis’ Statler Hotel has been selected as 


headquarters for the ladies’ social activities but — 


tentative plans call for registration and ticket sales 
to be carried out at Kiel Auditorium only. There 
will be a lounge for the ladies at the auditorium. 

It is also announced that all state chapter, alum- 
ni, fraternity, or other special activities, aside from 
the official ones of the Assembly which are planned 
by the headquarters staff, must be engineered by 


those wishing to have them. 


High Percentage of lowa Hospitals 
Have General Practice Departments 


Tue latest census of hospitals in Iowa shows that 
42.1 per cent reported a general practice depart- 
ment in operation. Percentage-wise, this shows 
that Iowa responds better than average to the es- 
tablishment of general practice departments in 
hospitals. 

Statistics showed that there was a total of 107 
registered general hospitals in the state and that 
forty-five of them had general practice departments. 
In thirty-nine of the Iowa hospitals, general prac- 
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ADMINISTRATIVE RESIDENCY OPEN 


A SOUTHERN university announces an opening 
in its medical school for a young physician to 
fill a residency in teaching and administrative 
work in an outstanding general practice de- 
partment. This is a two-year period of training 
which will qualify the physician to head a sim- 
ilar department later in a medical school. In- 
terested physicians please notify Mac F. Cahal, 
Executive Secretary, American Academy of 
General Practice, Kansas City 2, Missouri. 


titioners have privileges in specialty divisions. 

Members of the Iowa chapter of A.A.G.P. point 
out that most of these departments are modeled 
after the plan outlined in the Academy’s Manual on 
General Practice Departments in Hospitals. They 
feel this booklet holds the key answers to such 
questions as to privileges, responsibilities, and 
the clinical, administrative, and educational work. 


Prominent Virginia Chapter Member 
At Helm of Virginia Medical Society 


AcaDEMY member Dr. James L. Hamner of Mann- 
boro, Va., was installed as president of the Medical 
Society of Virginia for 1952-53 on October 1 in 
Richmond during the society’s 105th session. 
Dr. Hamner, a prominent member of the Virginia 


James L. Hamner, M.D. 
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An Outstanding Achievement in Glandular Product Control ‘ 


Thyrar, prepared by the new “isothermic process” (positive temperature con- 
trol at every step) is derived only from bovine sources. “Isothermic processing” 
is the key to uniformity in this entirely new thyroid preparation. Thyrar represents 
all of the known hormones of the whole thyroid gland, biologically tested and 
chemically assayed for uniformity of response. By the exclusive use of beef 
thyroid glands, “quick frozen” at the animal and “isothermic processing”, 
higher purity and greater uniformity are assured. 


advantages of +hyrar 


® Complete efficacy of the whole gland ® Conforms with Thyroid U.S.P.—may be 


® Greater uniformity of finished product prescribed in the same dose r 
® Elimination of unwanted organic © Tasteless : 

matter 
® Double standardization—chemically © New, small-sized whole thyroid tablet a 


assayed and biologically tested offers greater patient convenience 
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chapter of the A.A.G.P., had the good wishes from 
a large number of Academy members who attended 
the state medical meeting. 

Many of the Virginia chapter physicians pre- 
sented scientific papers and participated in numer- 
ous discussions. The chapter also had a scientific 
exhibit on “Cancer Detection.” The exhibit was 
prepared by Dr. W. Broaddus Gravatt of Kilmar- 
nock, aided by Dr. W. R. Morton of Richmond and 
Dr. George Z. Williams, chief of the tumor clinic 
of the Medical College of Virginia in Richmond. 


Nine of the Twenty-one Preceptors 
In Oklahoma Are Academy Members 


AcaDEMyY members are taking an active part in 
Oklahoma’s preceptoral program for senior medical 
students with nine of the twenty-one physicians 
appointed as preceptors for this year having 
A.A.G.P. membership. 

Since the preceptorships are on a rotation sys- 
tem, each year it is necessary for the Preceptorship 
Committee to decide which of the past year’s 
preceptors should step aside to allow room for the 
appointment of new physicians who also would like 
to be of service. 

This committee is composed of two representa- 
tives each from the Oklahoma State Medical Asso- 
ciation, the Alumni Association, and the faculty 
of Oklahoma University School of Medicine, with 
the Associate Dean in Charge of Student Affairs 
serving as an ex-officio member. 

An attempt is made to distribute the preceptor- 
ships in the various areas of the state. However, 
the committee reports that this has been somewhat 
difficult to do because more applications for ap- 
pointment are received from the central and west 
portions of the state. 

The nine Academy members, who gathered with 
the other preceptors, for the annual meeting to 
discuss individual experiences and the best way 
to carry out the preceptoral program are: 

Dr. Ned Burleson of Prague, Dr. Joe L. Duer of 
Woodward, Dr. E. A. McGrew of Beaver, Dr. O. C. 
Newman of Shattuck, Dr. Van S. Parmley of Man- 
gum, Dr. James S. Petty of Guthrie, Dr. Aubrey E. 
Stowers of Sentinel, Dr. John R. Taylor of King- 
fisher, and Dr. J. F. York of Madill. 

In addition to the twenty-one physicians who 
were appointed by the committee, there are be- 
tween fifty and sixty physicians who are serving 
with the preceptors as associate preceptors this 
year. 
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Ohio Medical Association Announces 
Winner of Rural Medical Scholarship 


THE winner of the fourth annual Ohio State Medi- 
cal Association Rural Medical Scholarship, which 
will contribute $2,000 toward his medical educa- 
cation, is J. Daniel Timmons, 23-year-old farm 
youth from near New Madison, Ohio. The award 
was announced by Dr. J. Martin Byers, chairman 
of the Association’s Rural Health Committee. 

The honoree entered Ohio State University 
College of Medicine this fall. All of the three 
previous scholarship recipients are attending Ohio 
State also. 

The scholarship plan was instituted three years 
ago by the Ohio State Medical Association to 
stimulate the interest of rural young men and 
women in the study of medicine in order that 
Ohio’s supply of country doctors might be further 
increased, 

Administered by the Association’s Committee 
on Rural Health, a group made up largely of rural 
physicians engaged in the general practice of medi- 
cine, the award is given annually. The winner re- 
ceives $500 for each year of his four years in medical 
school. 


New Hospital in Atlanta for Negroes 
Provides Section on General Practice 


By-Laws of the new Hughes Spaulding Pavilion, a 
private section of Grady Memorial Hospital in At- 
lanta, Ga., for the use of Negroes, have provided 
for the adoption of a section on general practice, 
according to information received from A.A.G.P. 
members in Atlanta. 

The Hughes Spaulding Pavilion is a very modern 
new hospital for the exclusive use of Negro pay 
patients in Atlanta and is administered by the 
Fulton-DeKalb County Hospital authorities. 

The hospital is staffed by both white and Negro 
physicians and the first president of the staff is a 
Negro physician. 


Postgraduate Course in Pediatrics 
Being Offered Mid-South Physicians 


A TWO-WEEK postgraduate training course in pedi- 
atrics for Mid-South general practitioners is being 
offered by the General Practice Office of the Uni- 
versity of Tennessee College of Medicine and the 
College’s Division of Pediatrics. 

The course will be offered on a continuous basis, 
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with instruction limited to one physician at a time. 
This will enable the pediatric staff members to give 
personal attention to the needs of each physician. 

Doctors will be accepted from Tennessee, Arkan- 
sas, Missouri, Kentucky, Mississippi, and Alabama. 
Most of the training will consist of instruction at 
the bedside of patients in Le Bonheur Children’s 
Hospital and John Gaston Hospital, and con- 
ferences on unusual cases. A physician will be 
accepted on the first of each month and another 
on the 15th. A fee of $50 will be charged. 


GP Among Outstanding Magazines Honored 
By American Institute of Graphic Arts 


GP was BEEN honored by an award, unique in 
medical journalism, presented by the American 
Institute of Graphic Arts, Mac F. Cahal, publisher 
of GP, announces. 

The awards, made annually to outstanding maga- 
zines by the Institute, were made public at the 
opening of an exhibition of the honored publications 
October 14 in the Main Gallery of the Artists 
Equity Building in New York City. Selection of 
winners was made from leading magazines in the 
nation including many medical magazines. 

A board of six judges, experts in the printing 
world, from Parade, McCall’s, Time, Curtis Pub- 
lishing Company, and the Pratt Institute of Type 
Design examined all aspects of production makeup 
in each publication. 

Certificates have been presented to each winner 
from the Institute. The certificate given GP cites 
its excellence in graphic presentation. Typical pages 
from GP have been selected to go into the brochure 
which will be distributed nationally as a tribute to 
the chosen magazines. 

Mr. Cahal said, “We are particularly proud of 
this award because we feel it is a recognition of our 
efforts to publish a medical magazine which is both 
attractive and valuable. While our readers have 
been generous in their praise of GP for its innova- 
tions in medical journalism, we are especially happy 
to receive this recognition from outstanding experts 
in the publishing world.” 

The American Institute of Graphic Arts, head- 
quartered in New York, is made up of 1,200 mem- 
bers—publishers, designers, engravers, printers, 
and artists—in the graphic arts. 

That GP has been selected for this honor is most 
significant because it is not yet three years old. 
What other magazines have achieved after years of 
publication, GP has merited in less than three years. 
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Will You Plan To Attend? 


MEETINGS and postgraduate courses which 
are not sponsored directly by the A.A.G.P. 
and its family of state and local chapters, 
but in which general practitioners will 
have an interest, will appear monthly as a 
calendar of events. 


The Dallas Southern Clinical Society, Dallas, Texas. 

Obstetrics and Gynecology Conference, at Bay- 
lor University Hospital, November 3-5. Approved 
for formal postgraduate study credit by the 
A.A.G.P. 


Colorado State Medical Society and University of Colo- 
rado School of Medicine. 
Postgraduate Clinic Day, at Mennonite Hos- 
pital, La Junta, Colo., November 17. 
Postgraduate Clinic Day, at Mercy Hospital, 
Durango, Colo., November 17-18. 
Postgraduate Clinic Day, at St. Mary’s Hospital, 
Grand Junction, Colo., November 21. 
Postgraduate Clinic Day, at Larimer County 
Hospital, Fort Collins, Colo., November 25. 


Fitzsimmons Army Hospital Staff, Denver, Colo. 
Postgraduate Clinic Day, at Fitzsimmons Hos- 
pital, November 10-15. 


South Central Section of the American Urological Asso- 
ciation, Kansas City, Mo. 
Third annual postgraduate teaching seminar in 
urology, at Hotel President, Kansas City, January 
11-14, 1953. 


American College of Chest Physicians 

Fifth annual postgraduate course on diseases of 
the chest, at Hotel New Yorker, New York City, 
November 10-14. 
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New aureomycin minimal 
dosage for adults—four 250 mg. 
capsules daily, with milk. 
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PEEP-O-DAY LIBRARY, PRINCETON, NEW JERSEY 


a low cost antibiotic in the broad-spectrum field is 


UREOMYCIN 


Hydrochloride Crystalline 
because 
Low dosage of aureomycin has very frequently been reported in 
the literature to be entirely effective. 


Small amounts of aureomycin may reduce disability, or hospital 
stay, to a few days. 


Early use of aureomycin may forestall those failures that have been 
reported in the literature following penicillin and streptomycin. 


The proven range of clinical usefulness of aureomycin is so wide 
that, when clinical diagnosis is established, prolonged and costly 
laboratory studies are largely unnecessary. 


Capsules: 50 mg.—Vials of 25 and 100. 
100 mg.—Vials of 25 and bottles of 100. 
250 mg.—Vials of 16 and bottles of 100. 


Ophthalmic Solution: Vials of 25 mg.; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION amenscaw Ganamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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Medical News in Small Doses: 


A.A.G.P. Boarp member Dr. William J. Shaw ot 
Fayette, Mo., has been elected vice-president of the 
Missouri State Board of Medical Examiners . . . Dr. 
Cyrus W. Anderson of Denver was chairman of 
the annual meeting committee for the Association 
of American Physicians and Surgeons, Inc., on 
October 2-4 in Denver. . . . Two Academy mem- 
bers, Dr. George Bond of Bat Cave, N. C., and 
Dr. Clark Bailey of Harlan, Ky., were speakers at 
the October meeting of the Kentucky State Medical 
Association in Louisville. Dr. Bailey, president of 
the Kentucky State Medical group, also has been 
president of the Kentucky chapter of the A.A.G.P. 
. . . Oakland, California’s Dr. A. Bradford Carson, 
secretary of the general practice section of the 
California Medical Association, is in charge of 
assembling a program for that section for the state 
medical association’s annual meeting May 24-27 
in Los Angeles. . . . Milwaukee, Wisconsin was the 
site of the fifth annual meeting of the American 
Association of Blood Banks October 9-1]... . 
The five-day Twentieth Anniversary Clinical As- 
sembly of the Omaha Midwest Clinical Society 
closed October 31 in Omaha, Neb. . . . The federal 
bureau of internal revenue has ruled that a surgeon 
may deduct from his taxable income his payments 
to another physician who sends him patients. The 
ruling said a split fee is deductible as a business 
expense as long as fee-splitting is the normal pro- 
cedure and does not violate professional standards 
of conduct. . . . Dr. Francis T. Hodges, who served 
as chairman of the State Officers’ Conference at 
the Atlantic City Assembly, represented the Cali- 
fornia Physicians’ Service during a recent council 
meeting of the California Medical Association. 
. . . Recently the retiring president of the New 
Hampshire Medical Society, Dr. B. Read Lewin, 
urged the reinstatement of Dr. Hermann N. Sander, 
who was dropped from membership after he was 
charged with murder in the death of an incurable 
cancer patient. Dr. Sander was acquitted of the 
charge by a superior court jury. His license to 
practice was restored several weeks after his ac- 
quittal. . . . The University of Buffalo Medical 
School had its Thirty-Second Annual Postgraduate 
Course for general practitioners in September. . . . 
Postgraduate courses especially designed for the 
general practitioner, which will continue until the 
end of the year, are being sponsored by the State 
University of New York College of Medicine and 
the Medical Society of the County of Kings. 
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Good humor is shown by the six executives of the Louisiana chapter 
following installation ceremonies. Seated from left are Dr. 
John W. Atkinson, president-elect; Dr. E. L. Carroll, presi- 
dent; and Dr. Janie Topp, first vice-president. Standing are 
Dr. Edwin Guidry, treasurer; Dr. J. C. Sanders, secretary, 
and Dr. Vincent Blandino, second vice-president. 


NEWS FROM 


THE STATE CHAPTERS 


New Or eans was the site of the Louisiana chap- 
ter’s Sixth Annual Postgraduate Scientific Assem- 
bly which was held September 10-12. A program 
dedicated to their patients was presented to the 
Louisiana general practitioners by Dr. Eric Oldberg 
of the University of Illinois, Dr. Edgar Hull of 
Louisiana State University, Dr. Philip Thorek of 
the University of Illinois, and Dr. Walter W. 
Sackett, Jr., University of Miami, Miami, Fla. Their 
topics included the changing concepts concerning 
head and back injuries, jaundice, infections of the 
hand, how to keep patients from dying of heart 
disease, and a changing philosophy in baby feeding. 
A panel discussion on teenager problems in a 
changing world was carried on by a noted New 
Orleans recreation director, president of the Council 
of Churches, and several school administrators. 
The Academy’s Speaker of the Congress of Dele- 
gates, Dr. Jack De Tar of Milan, Michigan, was 
master of ceremonies at the annual banquet. Jimmy 
Arrington, editor and publisher of the Collins, 


143 


Knox Gelatine ... useful protein supplement 


in health and disease 


Necessary for Nitrogen Balance 

Good dietary practice admits of an 
optimum protein intake of about 100 
grams per day with a minimum of not 
less than 1 gram per kilo of body weight. 
At least half of the protein should be of 
first class biologic value, the remainder 
furnished in a readily assimilable form 
the 14 or more synthesizable amino 
acids necessary for nitrogen balance. 


Excess Protein Assured 


Since large amounts of whole pro- 
tein are necessary to assure a margin of 
safety for varied metabolic needs, an ex- 
cess of protein intake is assured through 
the use of Knox Gelatine Drink daily. 
One envelope of Knox Gelatine readily 
prepared with fruit juice, water or milk, 
as the patient desires, provides 7 grams 
of gelatine of which 85 per cent is pure 
protein. 


| tis, Peptic Ulcer . 


For Optimal Health 


Since protein is not stored in the 
body, the daily catabolic needs and any 
extraordinary requirements must be 
taken care of daily, in order to assure 
optimal health. 


Glycine and Profine Important 


Knox Gelatine is a valuable pro- 
tein supplement, easy to digest and ad- 
minister as well as being non-allergenic. 
Knox Gelatine contains important gly- 
cine and proline necessary for hemoglo- 
bin formation. It has a high specific dy- 
mamic action, spares essential amino 
acids and furnishes amino acids for the 
continuous dynamic exchange of nitro- 
gen in the tissues.'’’ 


1 Schoenheimer, R., Ratner, S., and Rittenberg, D., J. Biol. 
Chem., 127:333, 1939 and 130:703, 1939. 


| to send for brochures on diets of Diabetes, Coli- 
. Low Salt, Reducing, Liquid 


and Soft Diets. 
KNOX GELATINE, JOHNSTOWN, N. Y. Dept. GP 


Available at grocery stores in 4-envelope family size and 
32-envelope economy size packages. 


KNOX GELATINE u.s.p 


All Protein Sugar 
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Mississippi News-Commercial was banquet speaker. 
His topic was “The Unchanging Philosophy of the 
Family Doctor.” 

New leaders of the Louisiana chapter were in- 
stalled during the last day of the meeting. Dr. John 
W. Atkinson of Gretna is the new president-elect. 
Dr. E. L. Carroll of Columbia was installed as 
president, Dr. Janie Topp of Lake Charles as first 
vice-president, and Dr. Vincent Blandino of New 
Orleans as second vice-president. Dr. Edwin Guidry 
of New Orleans is treasurer and Dr. J. C. Sanders of 
Shreveport is secretary (See cut). 

At the installation luncheon, Dr. Lester Bibler 
of Indianapolis, vice-president of the Academy, 
spoke on “Integration of the General Practice 
Group in the Hospitals.” 

The Wyeth Tele-Clinic of the Atlantic City As- 
sembly was shown as a finale to the program. 

Volume one, number one of The Wisconsin Family 
Physician came off the press in August. The new 
publication is a most attractive magazine and merits 
congratulations from all members of the A.A.G.P. 
The Wisconsin chapter has dedicated its new 
magazine to Dr. John P. Canavan, who was in- 
strumental in bringing the Wisconsin chapter into 
the world. 

Two full days of scientific meetings are planned 
for the Wisconsin chapter’s fourth annual conven- 
tion in Madison on November 10-12. The first day 
will be used for meetings of the board of directors 
and the congress of delegates. Dr. Samuel S. Sorkin 
of Evansville is general chairman for the conven- 
tion. The program will consist of talks on such 
subjects as the management of menopausal bleed- 
ing, what the State Laboratory can do for general 
practitioners, medicolegal problems, breast tumors, 
and cancer of the uterus. 

Twenty-five lecturers will present papers at the 
1952 scientific meeting of the California chapter 
November 9-12 at Los Angeles. Dr. Raymond 
McNealy, noted Chicago surgeon, will present the 
Stanley R. Truman lecture. His subject is ‘Hernia 
Repairs.”” The Ivan C. Heron Lecture on ““What’s 
New in Cardiology” will be given by Dr. William 
H. Gordon of Lubbock, Texas. The other lectures 
will be given during the four-day session. Wives are 
invited to the first afternoon meeting. The annual 
banquet will be held at 7 p.m. on November 11. 

Dr. Earl F. Wight of Salt Lake City was elected 
president of the Utah chapter of the A.A.G.P. at its 
annual meeting in September at Salt Lake City. At 
this meeting, which was held in conjunction with 
the annual convention of the Utah State Medical 


GP « November, 1952 


Lovisiana's “Mrs. General Practitioner of 1952” receives 
an orchid from Dr. Joel Gray, chairman of the Louisiana 
chapter’s convention, at a banquet. The honoree is Mrs. 
Daniel J. Murphy of New Orleans. 


Association, Dr. W. Ezra Cragun of Logan was re- 
elected vice-president. 

The chapter voted to continue as a sponsor of 
the University of Utah College of Medicine’s post- 
graduate program. Plans are underway to establish 
local Academy chapters throughout the state. Dr. 
Wight, who retired as secretary-treasurer, reported 
that some Utah hospitals have established general 
practice sections. 

The Washington chapter held its first annual 
scientific assembly October 31—November 2 in 
Wenatchee. Academy president R. B. Robins, a 
special guest, spoke on “Organizational Aspects of 
the A.A.G.P.” at a special dinner and spoke again 
at the banquet. He was also a speaker at the No- 
vember 1 morning session. The final day of the 
meeting was family day which was highlighted by a 
fifty-mile trip up Lake Chelan on a chartered yacht. 

A fall meeting of the Florida chapter is announced 
for November 9 at Biscayne Terrace Hotel in Mi- 
ami. The annual meeting will be held in April, 1953 
at Hollywood, Fla., and officers will be elected at 
that time. 

Dr. W. W. King of Batesburg was selected as 
president-elect at the fourth annual scientific meet- 
ing of the South Carolina chapter in Clemson Au- 
gust 19-20. Dr. W. H. S. Speissegger of Charleston 
is the new president, Dr. A. L. Black of Bowman is 
vice-president, and Dr. H. M. Whitworth of Green- 
ville is secretary-treasurer. Dr. Thomas G. Gold- 
smith of Greenville, retiring president of the chap- 
ter, is a new member of the board of directors and 
Dr. C. N. Wyatt of Greenville was named delegate 
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GRATIFYING RELIEF 


From the Distress of 


Urinary Tract Symptoms 


Pyridium acts quickly and safely, through an 
entirely local mechanism, to secure analgesia of 
the sensitive urogenital mucosa of patients suf- 
fering from eystitis, pyelonephritis, prostatitis, 
and urethritis. 


Pain and burning 
decreased in 93% of cases .. .* 


Urinary frequency 
relieved in 85% of cases . . .* 


Pyridium may be administered concomitantly 
with crystalline dihydrostreptomycin sulfate, 
penicillin, the sulfonamides, or other specific 
therapy to provide the twofold benefit of symp- 

*As reported by Kirwin, Lowsley, and Menning in a study of 
tomatic relief and anti-infective action. 118 cases treated for symptomatic relief with PYRIDIUM 


PYRIDIUM 


(Phenylazo-diamino-pyridine HC1) 


MERCK & CO., Inc. 
Pyripiu is the registered trade-mark of Nepera Chemical 


Co., Inc. for its brand of phenylazo-diamino-pyridine HCl. Manyfactoring Chonniots 
Merck & Co., Inc. sole distributor in the United States. RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited -Montreal 
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to the A.A.G.P. Assembly in St. Louis next March. 

Among the many well-known guest speakers was 
Dr. Lester Bibler, A.A.G.P. vice-president. He 
urged closer co-operation between hospitals and 
doctors in his speech before more than 100 South 
Carolina doctors and their wives at the annual ban- 
quet. Speaking on “The Hospital Function,” Dr. 
Bibler called attention to the fact that hospital costs 
have risen 135 per cent in the period that doctors’ 
fees have risen 40 per cent but said that there is a 
growing tendency to place on the doctor and his 
profession all the blame for all the costs of medical 
care. He said hospitals should do more in the way 
of creating good public relations. 

Another special guest was Dr. John Fowler of 
Spencer, Massachusetts, chairman of the Academy 
Building Fund Committee. 

Nine lectures on internal medicine were pre- 
sented in conjunction with the annual business 
meeting of the South Dakota chapter September 
27-28 in Huron. Three members of the faculty of 
the University of Minnesota College of Medicine 
were speakers. 

Lectures by thirty-seven noted physicians and an 
outstanding array of scientific and technical exhibits 
highlighted the fourth annual scientific assembly of 
the New York chapter on October 19-22 in Buffalo. 
Forum discussions were held at the close of each 
morning and afternoon session. Besides the annual 
banquet which was held October 21, there were spe- 
cial dinners and luncheons for county chapter offi- 
cers, the outgoing state chapter president, the 
state officers and delegates, the board of directors, 
and exhibitors. 

The Third Annual Scientific Meeting of the 
Nassau (New York) County chapter will be held on 
November 12 at Garden City, Long Island. The 
program which will begin at 9 a.m. will be pre- 
sented by Drs. Frank H. Lahey, Charles L. Fox, Jr., 
Harold W. Lovell, and Stewart Wolf. 

A social highlight of the year for the Virginia 
chapter was the annual luncheon September 29 dur- 
ing the meeting of the Medical Society of Virginia in 
Richmond. This family get-together also served as 
installation time for the new officers who were 
elected during the chapter’s annual scientific meet- 
ing at Roanoke in May. 

President John O. Boyd turned the gavel over to 
his successor, Dr. Edward E. Haddock of Rich- 
mond. Dr. Brewster A. Hopkins of Stuart became 
president-elect and Dr. Richard M. Reynolds of 
Norfolk was installed as vice-president. The other 
officers remained the same. Dr. W. Linwood Ball 
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of Richmond is secretary and Dr. Clifton R. Titus 
of Bedford is treasurer. Newly-elected members of 
the board of directors who will begin three-year 
terms are Drs. Harry M. Frieden of Norfolk, John J. 
Neal of Danville, and Charles W. Warren of Upper- 
ville. 

The New Hampshire chapter held its annual 
meeting October 1 at Concord Hospital, Concord, 
N.H. The full-day’s program included a business 
meeting, election of officers, three outstanding lec- 
tures, and a question and discussion period. Guest 
lecturers were Dr. Ross Mintz of Concord, Dr. 
George W. Mitchell, Jr. of Tufts Medical College, 
Boston, and Dr. John F. Sullivan, also of Tufts. 

A clinic was also sponsored by the chapter in 
late summer at Laconia, N.H. Dr. Siegfried J. 
Thannhauser of Boston conducted the meeting. 

Biloxi was the site of the fourth annual assembly 
of the Mississippi chapter September 17-18. Sci- 
entific papers were given by Drs. Charles F. Daniels 
of New York City, Samuel F. Ravenel of Greens- 
boro, N.C., Richard Torpin of Augusta, Ga., and 
Robert P. Glover of Philadelphia. Dr. Paul Wil- 
liamson of Memphis was guest speaker at the 
banquet. 

The Massachusetts chapter sponsored a fall 
clinical meeting on September 24 in Boston. The 
sessions were open to Academy members and non- 
A.A.G.P. members alike. Symposia were held on 
obstetrics, pediatrics, and arthritis. The Honor- 
able John J. Connelly, presiding justice of Boston 
Juvenile Court, was guest speaker at the dinner. 

The second of three postgraduate programs to be 
given by the lowa chapter is scheduled for Novem- 
ber 13 and the third for January 22, 1953. Drs. 
Richard Sutton, Jr., and William P. Williamson, 
both of the University of Kansas, will be speakers 
for the November scientific program. Speakers in 
January will be Drs. Mark Floyd of the University of 
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Why physicians are using a suspension 


rather than a solution in treating 


intranasal infections... 


How P.S.S. clings to mucosa 3 hours after instillation ~~ 


Vasoconstriction 
in minutes 
Bacteriostasis 
for hours 


unlike antibacterial agents 

in solution, does not quickly 
wash away. It actually deposits 
bacteriostatic crystals on the 
infected mucosa. There they 
remain in intimate contact with 
the infection—the most important 
reason why so many physicians 
find the Suspension strikingly 
effective against nasal infections 


and sore throat. 


* T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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Iowa and Walter Reich of the University of Illinois. 

Drs. Charles Eckert of St. Louis, Russell Meyers, 
and Adolph L. Sahs of Iowa City presented lectures 
at the September 18 meeting in Des Moines. 

Nine hundred thirty-five persons registered at the 
Third Annual Session of the Texas chapter Septem- 
ber 15-16 in San Antonio. Dr. C. F. Jorns of Hous- 
ton was chosen president-elect, to take office next 
year. Dr. Chester U. Callan of Rotan was installed 
as president, Dr. John W. Tunnell of Taft is vice- 
president, and Dr. W. Weldon Harris of Austin as 
secretary-treasurer. See cut opposite of new, retir- 
ing, and past presidents. 

During September and October, the St. Louis 
(Missouri) chapter sponsored twelve postgraduate 
courses which provided general practitioners in 
that area with ample opportunities to earn formal 
study credit. 

The St. Louis chapter, one of the sponsors of the 
Tuberculosis Patch Testing Program, reports that 
in the first nine weeks, 343 tests were reported by 
the St. Louis doctors. The important role this pro- 
gram is playing in that community is evidenced by 
the high percentage of positive reactors discovered 
and the fact that fifty-one of the fifty-seven positive 
reactors had laboratory and x-ray follow-ups. 

Dr. Robert J. Kinney, research scientist with the 
Wyeth Corporation of Philadelphia, was guest 
speaker for the Tulsa (Oklahoma) chapter meeting 
on September 22. His subject was ‘Low Prolonged 
Level Penicillin.” 

The last of the Indiana chapter’s “Road Show” 
performances for 1952 will be held November 12 in 
Gary. Dr. Michael Shellhouse is local arrange- 
ments chairman for this program. The chapter an- 


Dr. Van Goodall (right) presents the presidential gavel to his 
successor, Dr. C. U. Callan. Looking on is Dr. Andrew S. 
Tomb (center) a past president of the Texas chapter. 


nounces that a full schedule of nine performances 
for the 1953 Road Shows are planned. Letters have 
gone out to members in nine cities asking them to 
assume the job of local arrangements chairmen. 

The West Virginia chapter announces its new 
officers who were elected at the annual business 
session during the recent West Virginia State Medi- 
cal Association meeting. 

Dr. Carl B. Hall of Charleston was elected presi- 
dent, Dr. Jacob C. Huffman of Buckhannon, vice- 
president, and Dr. Halvard Wanger of Shepherds- 
town was re-elected secretary-treasurer. Dr. Logan 
W. Hovis of Parkersburg was named a member of 
the board of directors and Drs. J. L. Patterson of 
Logan and Charles L. Leonard of Elkins were elect- 
ed delegates to the Academy’s 1953 Assembly. 


HEALTH MANUAL DISCUSSES FAMILY PROBLEMS 


Money Management, Your Health Dollar, a 36-page booklet dealing with the financial problem of 
maintaining good health for the family, and well suited to waiting rooms or for distribution to pa- 
tients, is now available from the Consumer Education Department, Household Finance Corporation, 
919 North Michigan Avenue, Chicago 11, Ill. One free copy will be sent on receipt of a request on 
professional stationery from a physician or nurse. 

The booklet covers family health rules, stresses the importance of periodic physical examinations, 
and outlines the various types of medical care available in most communities. It also tells how to 
select a family physician, outlines advantages of health and accident insurance, and shows how to 
set up a practical budget for family health expenses. 
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Each capsule-shaped, yellow tablet contains: 

Thyroid Duo-sayed® Mg. gr.) 
Liver Desiccated, mg. 
Riboflavin. mg. 
Niacinamide 


Samples on request. 


LABORATORIES, INC. 


Philadelphia 32, Pa. 
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COLDS... 


“Subclinical Hypothyroidism” 
may be the answer 


Proetz (1,2) describes his experience with 130 patients with interminable 
colds, in whom diagnosis of hypothyroidism was reasonably certain. Con- 
fusing complications did not exist and response to thyroid extract therapy 
was demonstrable. 
In this group the nasal cavity did not respond to conventional therapy, 
‘ but improvement after treatment with thyroid was striking. Symptoms 
recurred when thyroid therapy was withdrawn. 


Well suited to treatment of hypothyroidism is 


I. Thyrobex contains Thyroid Duo-sayed®—the desiccated thyroid 


which is check-tested by two assays for: 
The advantag es total iodine content 


of Thyrobex 


. . . assuring more dependable results.) 


on 2. Increased vitamin need due to increased metabolic rate is supplied 
“subclinical by the Vitamin B Complex in Thyrobex. 


2B. The necessary adjunct in thyroid therapy—the antithyrotoxic 
factor in liver—is included in Thyrobex. 


are many: 
1. Proetz, A.W.: Further Observations of the Effects of Thyroid Insufficiency on the Nasal Mucosa, 
Laryng. 60:627 (July) 1950. 


2. Proetz, A.W.: The Thyroid and the Nose, Ann. Otol., Rhin. & Laryng. 56:328 (June) 1947, 
3. Robertson, J.D. and Kirkpatrick, H.F.W.: Brit. M.J. 1:624 (March 22) 1952. 
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Oil dispersion (x133). Large irregular globules 
fail to mix readily with fecal mass. Phenol- 


phthalein is not evenly distributed to stimulate 
peristalsis. Action may be sporadic and evacuation 
incomplete. 


2 The fine oil emulsion (x133) of Agorai. The 


small, uniform globules and the phenolphtha- 
lein mix readily with the bowel content, produc- 
ing peristalsis by more uniform lubrication and 


stimulation. 


Which Laxative is Better — 


Coarse dispersions are unstable, and 
erratic in their effects. Any physician 
can recognize the superiority of the 
fine Agoral emulsion (at right, above) 
compared with an ordinary oil-in- 
water dispersion (left). 

Free-floating oil is distasteful and 
often regurgitated. Large oil globules 
tend to coalesce and form pools in the 
gut, which may seep past the sphinc- 
ter as anal leakage. 


Agreeable to Sensitive Stomach 
The fine emulsion of Agoral is palat- 
able and will not distress a sensitive 
stomach. It assures more uniform dos- 
age and distribution of the active ingre- 
dients, more uniform clinical results. 
Its thorough admixture with the 


COARSE DISPERSION OR FINE EMULSION? 


bowel content gives effective, uniform 
lubrication of the fecal mass as well 
as the canal. There is no loose oil to 
cause anal leakage. 


Mixed like Homogenized Milk 

Agoral is emulsified exclusively with 
refined white mineral oil, purified 
white phenolphthalein, agar-gel, trag- 
acanth, acacia, egg-albumen and glyc- 
erin, by a special process similar to 
that used for homogenizing milk. 

For over 30 years medical men have 
obtained results with Agoral with a 
uniformity and precision which are a 
constant source of satisfaction both 
to them and to their patients. 

William R. Warner, Div. of Warner- 
Hudnut, Inc., New York 11, N. Y. 


PLEASANT AND GENTLY EFFECTIVE WITHOUT DISTRESS OR LEAKAGE 
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Syrup Sedulon® 'Roche' 


although non-narcotic is 
so effective that it 
can often be used in 


Place of codeine, 
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Especially 
for 


"night cough" -- 


Dyup Sudullon' rode 24006 
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Tue American Academy of General Practice requires 
one hundred fifty hours of medical study every three 
years for continued membership. Fifty of these 
hours must represent attendance at formal post- 
graduate courses. The remaining one hundred may 
be made up by attendance at national, state, and 
county medical society scientific meetings, clinical 
conferences, and hospital staff meetings. In many 
areas there are sufficient facilities for postgraduate 
education for general practitioners. The need there 
is for greater participation, both in organizing and 
presenting the program, and in attendance. 

But in other areas a lack of facilities prevents con- 
tinuation of medical study. Under such circum- 
stances, general practitioners should work with 
other established medical organizations in setting up 
a postgraduate training program in which all physi- 
cians participate. 


Course Approval and Acceptable Credit 


Most medical schools and many medical socie- 
ties have demonstrated their interest in organizing 
courses to meet the approval of the American Acad- 
emy of General Practice for its medical study require- 
ments. Attendance by members of the Academy at 
all courses, conferences, and assemblies organized or 
sponsored by recognized schools, medical societies, 
and hospital staffs will be accepted toward the one 
hundred fifty hours of medical study requirement. 

The Board of Directors originally adopted the 
policy that all courses given at or sponsored by in- 
stitutions approved by the Council on Medical Edu- 
cation and Hospitals of the American Medical Asso- 
ciation for graduate medical education will be ac- 
cepted toward the fifty hours of formal postgraduate 
study. This includes hospitals that are approved for 
intern and resident training. This policy has been 
reaffirmed by the Congress of Delegates. 

Certain recommendations of the Commission on 
Education, as well as suggestions from state chap- 
ters, have been adopted to clarify further the pro- 
cedure for classifying courses for formal study credit. 
Each state chapter is responsible for making the ini- 
tial evaluation of a particular course or program 
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MEDICAL STUDY COURSES FOR THE GENERAL PRACTITIONER 


PREPARED BY THE COMMISSION ON EDUCATION 
AMERICAN ACADEMY OF GENERAL PRACTICE 


given in its area. The state chapter’s classification, 
with supporting evidence for its action, is forwarded 
to the Commission on Education for review, and for 
acceptance or rejection. 

In order to develop more definite lines of com- 
munication for exchange of information and to more 
clearly define the responsibility and authority for 
interpreting and executing established policy, a plan 
was formulated whereby each member of the Com- 
mission is responsible for the educational activities in 
a given region. Each member agrees to act as liaison 
officer to the state chapters in his region, and he is 
authorized to act for the Commission regarding the 
classification of courses. Members of the Commission 
also act in an advisory capacity to the state chapters 
on all educational matters. 


A.A.G.P.’s Annual Scientific Assembly 


The Academy’s own four-day Scientific Assembly, 
held each spring, is a good example of a continuation 
course for family physicians. The Academy’s pro- 
gram is based upon the principle that general prac- 
titioners, as family physicians, must know much 
about the modern American family and its problems; 
that general men need to be intimately familiar with 
the essentials of diagnosis and management of all 
types of disorders; and that the program must be 
designed to provide busy family doctors with a 
wealth of information in capsule or nugget form. 


Circuit Courses 


Of particular interest to general practitioners lo- 
cated some distance from medical schools or large 
medical centers are the so-called circuit or itinerant 
postgraduate courses. These courses are organized 
to bring the instructor to the practicing physician 
instead of requiring physicians to go to a medical 
school or medical center to attend a course. Usually 
a series of lectures or clinical conferences are con- 
ducted one day or one evening a week during the 
year in a number of localities in the state. Such 
courses are sponsored by medical schools, state 
medical societies, or state chapters of the Academy. 
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76.6% of patients 
preferred 


E URAX 


for 


relief 
of 


pruritus 


In a recent study! of 200 cases of itching dermatoses, 76.6% 
of all patients who had had previous experience with 
other antipruritics expressed a preference for Eurax Cream. 


In this study, as in previous reports*>, Eurax Cream produced 
complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of EuRAx Cream that were 
again confirmed include: 


V Prolonged effect lasting up to 8 hours or more. 
No loss of effect on continued use. 


Virtually complete lack of sensitizing or toxic properties. 


EURAX... not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 
of dermatosis including pruritus due to administration 
of antibiotics. 

. Eurax Cream* (brand of crotamiton cream) contains 10% 


N-ethy]l-o-crotonotoluide in a vanishing-cream base. 
Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. at your local pharmacy. 


Bibliography 1. Hitch, J. M.: North Carolina M. J. 12:548, 1951. 
2. Peck, S. . and Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
Hy Couperus, : J. Invest. Dermat. 13:35, 1949. 
4. Soifer, A.: pny Rev. Int. Med. & Dermat. 8:1, 1951. 
5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63 2768, 1951. 
*U.S. Pat. #£2,505,681. 


Samples and Reprints on Request 


| GEIGY PHARMACEUTICALS 
Division of Geigy Co., Inc. 


220 Church St., New York 13, N. Y. 
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a Clinical Conferences at Hospitals 


The medical staffs at a number of hospitals have 
organized clinical conferences for practicing physi- 
° cians in the area. Many of these conferences are de- 

signed to provide practical training under super- 
vision. They are usually held regularly once or twice 
. a week and continue throughout the year. 

Credit for attending such conferences will ordi- 
narily be accepted toward the fifty hours of formal 
postgraduate study requirements if the conference is 
well organized and is given at a hospital approved 
for intern or resident training by the Council on 
Medical Education and Hospitals of the American 
Medical Association. Individual state chapter rec- 
ommendations on credit will be the deciding factor. 


Medical Society and Hospital Staff Meetings 


Many of the 100 informal credit hours can be ac- 
quired through attendance at scientific sessions of 


regular state and local medical societies and hospital 
staff meetings. These scientific meetings are well 
publicized locally. 

The Commission hopes that members will not only 
attend medical society and hospital staff meetings, 
but will actively participate in such functions. The 
feeling among the medical profession as a whole has 
been that general practitioners were not interested 
in medical organization activities, and that this lack 
of interest was one of the main reasons for the gen- 
eral practitioner’s failure to maintain his proper 
status in the profession. 

Current information on all types of continuation 
courses of interest to general practitioners is pub- 
lished in GP. Twice a year, usually in June and 
December, the Journal of the American Medical 
Association carries a list of all postgraduate con- 
tinuation courses for the next six-month period. 
Members should have no difficulty finding a program 
which will be suitable for their particular needs 
and interests. 


HUMIDIFY 


FOR COLD-WEATHER 


COMFORT! 
"Fnech-ud- 


MOISTENS, WASHES, FILTERS, 
CIRCULATES 


Holds approximately one and a half gallons of 
water ... continually re-circulates it over filter 
at rate of 15 gallons per hour. Washes, filters 
. and properly humidifies 6,000 cubic feet of air 
per hour. Evaporates approximately one pint 
of water per hour (varies slightly according to 
temperature of air). 


609 COLLEGE STREET 


$3995 = 


COMPLETE MEDICAL-SURGICAL SUPPLY 


/ 


Underwriters’ Laboratories approved. Motor 
115 volts 60 cycles AC. Consumes 30 watts. 
13 inches wide by 11 inches high. Weight 
6% lbs. Packed in individual shipper. Weight 
10 lbs. 


9 


CINCINNATI 2, OHIO 
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prime importance 
— THE RELIEF OF PAIN 


“There is little doubt that, when analgesics are employed 


on a rational basis, physicians will come nearest to fulfilling 
with credit that phase of medical practice which, at least to the patient 


and his family, is of prime importance — the relief of pain.” 


Editorial: J.A.M.A. 149:66 (May 3) 1952 
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prompt... prolonged... 
prescribed relief of pain 


APAMIDE 


BRAND ¢ TRADEMARK tablets 
(N-acetyl-p-aminophenol, 0.3 Gm.) 


analgesic-antipyretic 


rapid, direct analgesia 


Apamide quickly relieves pain and reduces fever through direct 
analgesic-antipyretic action. It avoids the delay inherent in compounds 
that require metabolic transformation to produce analgesia. 


prolonged relief of pain 


Apamide goes to work fast. It raises the pain threshold substantially within 
30 minutes, reaches peak effect in about 22 hours and continues to be effective 
for approximately 4 hours. 


well-tolerated analgesic 


Apamide is a pure, active agent that does not produce extraneous, possibly 

toxic metabolites. High dosages over long periods have not been shown to cause 
toxic reactions or gastric upsets. It is extremely valuable in patients who 

cannot tolerate salicylates. 


R only 
Available only on your prescription, Apamide permits precise control 
of dosage and duration of treatment by you. Prescribe it for relief of pain 
and reduction of fever in respiratory infections, functional headache, 


muscular or joint pain and dysmenorrhea. Average adult dose, 1 tablet 
every four hours. 


for a sedative-analgesic 


prescribe 


APROMAL 


BRAND *¢ TRADEMARK ta b | ets 
(N-acetyl-p-aminophenol, 0.15 Gm. and acetylcarbromal, 0.15 Gm.) 


non-narcotic, non-barbiturate 


Apromal is especially valuable in those cases where pain coexists with tension, anxiety, 
restlessness, excitement, nervousness and irritability. A promal. contains Apamide 

and the widely used, gentle daytime sedative, acetylcarbromal. Enhancement of both 
analgesia and sedation is secured by this combination. Average adult dose, 

1 tablet every 4 hours. 


AMES 


COMPANY, INC.. ELKHART, INDIANA fi Ames Company of Canada, Ltd., Toronto 


43352 
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a? its rapid, dual action, URISED effectively combats the two primary causes 
of pain, burning, urgency, dysuria and frequency, in genito-urinary infections. 


*URISED exerts the prompt antibacterial action of methen- 
amine, salol, methylene blue and benzoic acid along the 
entire urinary tract—to rapidly reduce irritation, spasm 
and the pus cell count—encourage healing of the muco- 
sal surfaces. 


*URISED rapidly relaxes painful smooth muscle spasm and 
aids in the restoration of normal tone through the de- 
pendable parasympatholytic action of atropine, hyoscy- 
amine and gelsemium. 

Literature available on bbe 


SPE 
CIF urised 


CHICAGO PHARMACAL © 5547 N. Chicoge 40, 
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MEDICAL EDUCATION 


Tue medical schools are continuing to give atten- 
tion to the problem of educating physicians who will 
have a primary interest in serving as family physicians 
as well as to the education of physicians for special 
practice, teaching, research, and administration. 
The great majority of schools report that they are 
sponsoring one or more programs designed to in- 
terest and prepare students for careers in general 
practice. As reported last year, several schools de- 
sign their entire educational program with the 
primary purpose of preparing students adequately 
for general practice. 

Special activities include preceptorship pro- 
grams, which are discussed in another section of this 
report, home medical service, and family advisor 
programs, courses or series of lectures on the prob- 
lems and opportunities of general practice by out- 
standing general practitioners, and the organization 
of general medical clinics in which the conditions 
of general practice are simulated. A number of 
schools attempt to develop the students’ interest 
through a counseling program. Other schools have 
affiliated with groups of rural hospitals and have 
found that recent graduates have been attracted to 
practice in the communities in which these hos- 
pitals are located. Twenty-four schools are sponsor- 
ing internships and 18 are sponsoring residencies in 
their affiliated hospitals that are specifically designed 
for prospective general practitioners. 

The trend for schools to experiment with pre- 
ceptorships continues. The common objective of 
these programs is to expose the student in his 
formative years to the problems and challenge of 
general practice and to the influence of outstanding 
physicians whose careers are devoted primarily to 
service in the practice of medicine. During the last 
year nine additional schools established preceptor- 
ship programs, although in several instances the 
program will not become operative until the coming 
academic year. Three schools that formerly offered 
preceptorships discontinued them. The net result 
of these changes is to increase the number of 
schools with preceptorship programs from nineteen 
to twenty-five. The increasing interest of the medical 
schools in this type of program is revealed by the 
fact that two years ago only thirteen schools were 
offering preceptorships. Those schools that have 
established preceptorship programs are as follows: 
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IN THE U.S. 


AND CANADA 


University of Arkansas 
College of Medical Evangelists 
University of California 
Yale University 

Emory University 

Stritch School of Medicine 
Indiana University 

State University of lowa 
University of Kansas 
University of Louisville 
Boston University 

Tufts College Medical School 
Wayne University 
University of Nebraska 
Albany Medical College 
University of Buffalo 
Duke University 

University of Oklahoma 
University of Oregon 
University of Pennsylvania 
University of Tennessee 
University of Texas 
University of Vermont 
University of Washington 
University of Wisconsin 


In nine schools the preceptorship is required; in the 
remaining sixteen it is elective. The duration of the 
preceptorship varies from two weeks to three 
months and averages six weeks. Fifteen schools re- 
ported that last year a total of 577 students served 
preceptorships. Twelve schools stated that the 
faculty in general is satisfied with the preceptorship 
program. The other schools reported that their ex- 
perience has been too limited to form the basis of an 
opinion or offered no comment. Presumably the 
three schools that discontinued the preceptorship 
were dissatisfied with the program. 

The preceptorship as a part of the curriculum of 
modern medical schools is obviously still in a period 
of trial and study. Very few schools have had ex- 
perience with this type of assignment for more than 
two or three years. It would seem clear, therefore, 
that another three or four years, at least, will be 
required before decisions can be reached as to 
whether it constitutes a worth-while educational 
experience for students and whether it can be satis- 
factorily administered and supervised by the med- 
ical schools—From J.A.M.A., page 119, Sept. 13, 
1952. 
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You'll get a lot more out of the 


all-new 
Inductotherm 


Now you can give your patients the 
desired quality and intensity for the 
full range of diathermy treatments. 
New GE Model F Inductotherm 
combines all the latest advances in 
induction heating therapy. 

As shown in the pictures below, 
this handsome, trouble-free unit pro- 
vides for a wide range of diathermy 
technics. Output has been raised to 
200 watts — for most efficient 
utilization of induction heating 
methods, Unit is crystal controlled 
for absolute adherence to FCC-ap- 
proved frequency. 

Demand for the Model F is al- 
ready great. To insure getting one 
of these great new Inductotherm 
units soon, call your GE x-ray 
representative right away. For illus- 
trated literature, write X-Ray De- 
partment, General Electric Company, 
Milwaukee 1, Wisconsin, Rm. F-11. 


GENERAL ELECTRIC 


Fully adjustable contour Optional is the 12 ft. treat. Also available: fully ad- Surgical facilities, integral 
following electrode is part ment cable. Note how justable air-spaced con- part of unit, for all medi- 
of the basic unit. electrodes attach in rear. densor type electrode. um and light technics. 
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, CAN’T remove forbidden foods from the reach of the obese dieter, but you 
can restrain the desire for such foods by prescribing DEsoxyn Hydrochloride. 
DESOXYN not only suppresses the appetite, it further encourages dietary adher- 
ence by imparting a sense of well-being. 
Compared with other sympathomimetic amines, DESOxYN is more potent, has 
the advantages of smaller dosage, quicker onset of action, more prolonged 
effect, and minimal side-effects. One 2.5-mg. or 5-mg. tablet before breakfast and 
another before lunch usually prove adequate. DESOxyYN is also indicated in the 
treatment of mild depression and other conditions calling for a central stimulant. 
At all pharmacies in 2.5-mg. and 5-mg. tablets, elixir, and 1-cc. ampoules. 


Abbett 


PRESCRIBE 


) \} \ Nydrochloride 


( METHAMPHETAMINE HYDROCHLORIDE, ABBOTT ) 
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CONFLICT 


All of us have conflicts that we can neither run away 
from nor change. If there is a death in the family, if 
the house burns to the ground, then what can be 
done? These conflicts must be accepted. There is no 
other alternative. But just saying you accept a situ- 
ation is not enough. It must be completely accepted 
in order to stop the conflict and tension. But so few 
people know how to accept these conflicts. This 
is done by knowing and practicing the three A’s. 
The first A is acceptance—acceptance of the oth- 
er fellow as an individual with rights and opinions 
of his own, and also with his imperfections. There 
have been none perfect since Jesus. If the wife ex- 
pects the husband to be perfect at all times, she will 
be disappointed and vice versa. The second A is 
Approval—a pat on the back is much better than a 
kick in the pants. It just naturally works that way. 
And it has been said that most of the conflict that 
arises between people is caused by the tone of voice 
in which they speak. The third great A, and by far 
the most important one, is adoration or love. This 
suggests a great natural law, The Law of Love. 


AS AN EMOTIONAL CAUSE OF DISEASE 


No man can ever violate any natural law. This is 
the central idea of our concept of totality. The law of 
love is a natural law and no man can violate it. Natu- 
ral law is simple, self-evident, universal, and invi- 
olate. You can jump from a fourteen-story building, 
but you do not violate the law of gravity. Your brok- 
en body is simply the exemplification of the law. 
The cure for the emotional cause of disease is very 
simple. All one has to do is to stop attempting to 
violate the law of love. The law of love is divided in- 
to two parts. First, love God, and second, love thy 
neighbor. You cannot hate your neighbor and get 
by with it. He will become a pain in your neck. And 
it makes no difference how much he may have mis- 
treated you, you still cannot afford to hate him. 
Worry, fear, and anxiety violate the first part of the 
law of love. The Sermon on the Mount teaches us 
not to worry about what we shall eat or wear. It 
teaches us to think not of tomorrow. The cure for 
the emotional cause of disease is to stop attempting 
to violate the law of love.—Jor D. Nicnots, M.D., 
Atlanta, Tex., in the Texas Bankers Record. 


PRE- EMINENT IN THE RELIEF OF PAIN 


Ss SOLLUK LAMP 
... proved most effective for infrared therapy 


L. doctors’ offices, as in hospitals, the Sollux lamp—one 
of Hanovia’s widely used products—is accepted as the 
standard lamp for heat treatment. It creates in an instant a 
constant flow of penetrating, healing warmth so important 
to the relief of the patient. 


Hanovia’s Sollux Lamp is ruggedly built to stand hard 
daily usage. It is mounted on four casters for easy movement, 
has a terraced aluminum hood, adjustable to any position, 
and eliminates hot spots. 


Available with a 500 watt bulb or 600 watt element. 


Among indicated applications 
are: contusions, strains, 
sprains, dislocations, fractures, 
synovitis (except tuberculosis), 
bursitis, tenosynovitis, back- 
ache, joint stiffness, arthritis, 
infantile paralysis and other 
conditions. 


Additional information immediately sent on request to 
GP 11-52. 


Chemical & Co., Newark 5, 
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(DISPERSION OF DESACCHROMIN) 


for effective 


control of a 


wide variety of 


ALLERGIES 
and 
DERMATOSES 


Every day more physicians are discovering the early clinical benefits 
effected by the administration of Piromen, employed either as a specific, 
or concomitantly with other drugs. 


PiromenN is a biologically-active bacterial polysaccharide which produces 
a marked leucocytosis and a stimulation of the reticulo-endothelial system. 
It is nonprotein, nonantigenic, and may be employed safely 
within a wide range of dosage. 


Piromen is prepared in stable colloidal dispersion for parenteral use. 
It is supplied in 10 cc. vials containing either 4 gamma (micrograms) per cc., 
or 10 gamma per cc. 


For a comprehensive booklet detailing the use of this new therapeutic agent, 
merely write ‘“Piromen” on your Rx and mail to— 


*TRADE MARK 


Manufactured by 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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1953 Post- Assembly Meeting in Mevico City 


. Condensed Itineraries 


All Arrangements by Lee Kirkland Travel, Kansas City, 
Missouri. 

Itinerary One. Via C & S—Pan American AIR- 
ways. All-expense—$399.00 ea. 


Friday, March 27: At 11:00 a.m. depart St. Louis 
via air. After brief stop at Houston, arrive Mexico 
City 7:00 p.m. 


Saturday, March 28: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Sunday, March 29: Motor via limousine to 
Xochimilco “Floating Gardens.” Return to Mexico 
City to attend Bull Fights. 


Monday, March 30: Open day. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to Cholula 
and Puebla. 


Wednesday, April 1: Scientific meeting with 
Confederacion Medico de Mexico. Dinner party at 
El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stopping at Hacienda 
Vista Hermosa. Night of 2nd at Taxco. Return to 
Mexico City the 3rd via Toluca, Native Market. 


Saturday, April 4: En route home. 


Ktinerary Two. Via Special Train. All expense, 
from $369.38 ea. 


Thursday, March 26: Leave St. Louis at 5:30 
P.M. 


Friday and Saturday, March 27 and 28: En route 
Mexico City, traveling through Texas and Old 
Mexico. 


Sunday, March 29: Arrive Mexico City. Motor 
via limousine to Xochimilco ‘Floating Gardens.” 
Return to Mexico City to attend Bull Fights. 


Monday, March 30: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to 
Cholula and Puebla. 


Wednesday, April 1: Scientific Meeting with 
Confederacion Medico de Mexico. Dinner at El 
Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stop at Hacienda Vista 
Hermosa. Night of 2nd at Taxco, returning to 
Mexico City via Toluca, Native Market. 


Saturday and Sunday, April 4 and 5: En route 
home. 


Monday, April 6: Arrive St. Louis—Chicago. 


All-Expense Extensions 


Extension A: 3 days to Garci Crespo, Orizaba, 
Cordoba, and Fortin. 


Extension B: 3 days in Acapulco. 


Extension C: 6 days in Guatemala City and Chichi- 
castenango. 


Combination A and B: 6 days in Garci Crespo, 
Orizaba, Cordoba, Fortin, and Acapulco. 


Extension A 


Extension B 


$ 62.50 ea. 
77.50 ea. 
195.00 ea. 
134.50 ea. 


Extension C 


Combination A and B 


Lee Kirkland Travel 
1231 Baltimore Avenue 
Kansas City 5, Missouri 


desire Itinerary # with Extension 


Room. 


Attached is my check in the amount of ($ 


on total cost. 


Please reserve accommodations for my party of ( ). We 
. If rail, please state 
choice of Lower, Roomette, Bedroom, Compartment, or Drawing 


) representing 
deposit of $50.00 on each reservation, which is to be applied 
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2 highly effective oral dosage forms 


BENZETHACIL 
DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 


e Extremely well tolerated 


e Supplied ready for use 
e Free from unpleasant penicillin taste 
e Stable without refrigeration 


e@ Dosage schedules need not be 
influenced by meal times 


ORAL SUSPENSION TABLETS 


BICILLIN BICILLIN L-A 
...iS unusually effective and palat- ... provide continuous oral ther- 
able; ideal for use where flexibility apy on only 2 tablets a day, spaced 
of dosage is desired, as in pediatric 12 hours apart. 
practice. 


Supplied: bottles of 2 fi. oz., Supplied: bottles of 36 pink, 
containing 300,000 units grooved tablets of 
per teaspoonful (5 cc.) 200,000 units each 


® 
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National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


President, R. B. Rosins, M.D., 111 Van Buren, Camden, Arkansas 

President-Elect, U. R. Bryner, M.D., 508 East South Temple, Salt Lake City, Utah 
Vice-President, LestER D. Brster, M.D., 445 North Penn, Indianapolis, Indiana 
Treasurer, Hottanp T. Jackson, M.D., 602 West Tenth Street, Fort Worth, Texas 
Executive Secretary and General Counsel, Mac F. Canat, J.D., Broadway at Thirty-fourth 


Street, Kansas City 2, Missouri 


Speaker of the Congress of Delegates, J. S. De Tar, M.D., Milan, Michigan 
Vice-Speaker of the Congress of Delegates, NoRMAN R. Boouer, M.D., 447 East Maple, 


Indianapolis, Indiana 


W. B. Hitpesranp, Chairman 
216% Main Street 
Menasha, Wisconsin 

Term Expires 1953 
W. A. BUECHELER 


1512 Grant Boulevard 
Syracuse, New York 


MERRILL SHAW 
1532 East McGraw 
Seattle, Washington 


W. B. HitpEBRAND 


Term Expires 1954 


Joun R. BENDER 
Nissen Building 
Winston-Salem, North Carolina 


Joun R. Fower 
125 Main Street 
Spencer, Massachusetts 


*Italics denote new members. 
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Board of Directors 


Murtanp F. Ricsy 
20 College Street 
Rexburg, Idaho 


Term Expires 1955 
Ivan C. Heron* 
490 Post Street 
San Francisco, California 


Malcom E. Phelps 
203 South Macomb 
El Reno, Oklahoma 


William J. Shaw 
Lee Hospital 
Fayette, Missouri 


J. P. Sanpers, ex officio 
106 East Kingshighway 
Shreveport, Louisiana 
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Apresoline~ 


Hydrochloride 
(brand of hydralazine hydrochloride) 


for Control of Hypertension 


i better individualization of dosage with 
Apresoline, a new, 10-mg. tablet has been 
added to the 25-mg. and 50-mg. potencies. 

Apresoline is a relatively safe, single anti- 
hypertensive drug with minimal side effects, pro- 
viding benefits in many cases—complete control 
in some. It is recommended that Apresoline be 
used in severe hypertension and in those mild 
hypertensive patients who have not been ade- 
quately controlled by conventional regimens 
(diet, mild sedation, rest, etc.). The following 
considerations are important: 

Effective in essential hypertension with 
relatively fixed levels, early malignant hyper- 


tension, toxemias of pregnancy, and acute 
glomerulonephritis. 

Induces gradual and sustained reduction of 
blood pressure with no dangerous, abrupt fall 
on oral administration. 

Affords uniform rate of absorption and 
marked antihypertensive effectiveness. 

Increases renal plasma flow in marked con- 
trast to the decrease associated with other hypo- 
tensive drugs. 

Produces significant relaxation of cerebral 
vascular tone without decrease in cerebral blood 
flow. 

Side effects are minimal and often disap- 
pear as therapy is continued. 


Complete information regarding manner of use and clinical application available on request. 


Giba 


Ciba Pharmaceutical Products, Inc., Summit, New Jersey 
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ag as you'd write it 


BENYLIN EXPECTORANT 


CONTAINS IN EACH FLUIDOUNCE: 


BENYLIN EXPECTORANT provides rapid 

relief of cough because it combines 

BENADRYL Hydrochloride — highly effective 
decongestant and antispasmodic — with established 
non-narcotic remedial agents. 


BENYLIN EXPECTORANT 
=LIQUEFIES mucous secretions 
= RELAXES bronchial musculature 
= SOOTHES irritated mucosae 
= RELIEVES nasal stuffiness, sneezing, and lacrimation 
=PLEASES adults and children alike with its 
mildly tart, raspberry flavor 


DOSAGE: One or two teaspoonfuls every two to three hours. 
Children, one-half to one teaspoonful every three hours, 
Supplied in 16-ounce and 1-gallon bottles, 


2 Of Of 
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the most widely used 


ethical specialty for S ITI N 


Decisive studies}? 

substantiate over 25 

= years of daily clinical 

use regarding the ability of Desitin 

Ointment to...... protect, soothe, 
dry and accelerate healing in... 


e diaper rash e exanthema 
e non-specific dermatoses 
e intertrigo prickly heat 


e chafing § irritation 
(due to urine, excrement, chemicals or friction) 


Desitin Ointment is a non-irritant blend of high 
grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vita- 
mins A and D in proper ratio for maximum effi- 
cacy), zinc oxide, talcum, petrolatum, and lanolin. 
Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exu- 
date, urine or excrements. Dressings easily 
applied and painlessly removed. 


Tubes of 1 02z., 2 0z., 4 0z., and 1 lb. jars 
write for samples and literature 


DESITIN cuemicat company 


70 Ship Street © Providence 2, R.1. 


1. Heimer, C. B., ues. H. G. and Kramer, B.: Archives of 
Pediat. 68: 382, 1951. 

2. Behrman, H. T., Combes, F. C., Bobroff, A. and Leviticus, 
R.: Ind. Med. & Surg. 18:512, 1949, 
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The Original 


CHOLINE- 
METHIONINE 
TABLET PLUS 
INOSITOL AND 
VITAMIN B., 


Atherosclerosis, cirrhosis of the liver, and 
fatty liver, once considered irreversible 
degenerative diseases, are now recognized 
as amenable to new therapeutic methods. 
Chief among these is the use of lipotropic 
agents. 

CHOLIMETH* fortified . .. provides a potent combination of inter- 
related lipotropes for maximum benefit 
in these disorders. 

CHOLINE BITARTRATE ... supplying “the most effective lipotropic 
agent found to date ...”* 

“a precursor for choline . . . apparently is 

necessary for the regeneration of cells.”* 


INOSITOL . . . “exerts a favorable effect on the lipotropic 
action of choline and its precursors”;* 
inositol and choline given together are 
more effective than either given alone.‘ 

VITAMIN B,, (crystalline) . . . “one of many food factors essential to fat 
control”;* appears necessary for trans- 
methylation processes involved in syn- 
thesis of choline.° 

Literature on request SUPPLIED: Bottles of 100 and 500. 


REFERENCES: 1. Morrison, L. M.: Ann. West. Med. & 
Surg. 4:665, 1950. 2. Editorial: J.A.M.A. 144:1566, 1950. 3. 
Weidlein, E. R. Jr.: The Biochemistry of Inositol, Biblio- 
graphic Series, Bull. No. 6, Mellon Institute, 1951. 4. Mor- 
rison, L. M.: J.A.M.A. 145:1232, 1951. 5. Editorial: South. 
M. J. 43:171, 1950. 6. Strength, D. R., et al.: J. Nutrition 
45:329, 1951. 


THE CENTRAL PHARMACAL CO. e¢ SEYMOUR, INDIANA 


Products Born of Continuous Research 


e 
full-scale approach.to lipotropic therapy | 
| 

4 

% 

ag 4 “Trademark of The Central Pharmacal Co. 
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‘Self-Limiting 
Hypnotic 
Formula 

With 

‘Wake-Up. 

Action... 


Sugar-coated outer layer of pentobarbital 
# induces sleep quickly . combined for lower individual dos- 
Bennioanmed middle layer of butabarbital \_ age, higher safety; both destroyed 


sodium HANIUHUNIII goes into action later, to in toms for patients with 
maintain sleep till morning renal disease 


exerts twice the central effect of 
amphetamine with a minimum of 


peripheral side effects* 


Enteric-coated inner layer of desoxyephedrine 
HCl Biciineg assures morning alertness 


Each somnavex® tablet contains: 1. Council on Pharmacy and Chemistry, Ameri- 


: F can Medical Association: New and Nonofficial 
60mg.(1 gr.) Remedies 1951, Philadelphia, J. B. Lippincott 
Butabarbital Sodium ........ 30 mg. (1/2 gr.) Company, pp. 236, 240. 2. Dripps, R. D.: 
d-Desoxyephedrine Hydrochloride 5 mg. (1/12 gr.) J.A.M.A. 139: 148, 1949. 3. Douglas, H. 'S.: West. 

S 59:238, 1951. 
SUPPLIED: Bottles of 100 and 500. 1 one 
*Trademark of The Central Pharmacal Co. Products Born of Continuous Research 


THE CENTRAL PHARMACAL COMPANY | SEYMOUR - INDIANA 


ou 
HH 
. 


This is the age of greater knowl- 
edge and research for new anti- 
anemia agents. The Armour 
Laboratories has been a leader 
in this important field for more 
than 60 years. Such accomplish- 
ment is predicated upon the 
reality of research, upon exten- 
sive clinical investigations and 
upon practice-proven products 
to assure optimum response. 
For the best in hematinics, rely 
upon Armour. 


THE ARMOUR LABORATORIES cuicaco 11, tttinots 


, 

— 

tice. wile AL Lily 


“PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 
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when 
maintenance 
dosage 

is 


see-sawing... 


digitaline 


chief active principle of digitalis purpurea for positive, controlled maintenance 


Initial compensation of the failing heart may now be accomplished in hours 
rather than days — but maintenance of the compensated state is 

often a regimen of years. Continuous adjustment of the daily cardiotonic dose, 
which may contribute to patient morbidity, is often obviated when 

a preparation of reliable, constant and unvarying potency is employed. 


DIGITALINE NATIVELLE, the pioneer digitoxin, is such a preparation. 
It provides a uniform dissipation rate with full digitalis effect between doses. 
Switch your “difficult” patients to DIGITALINE NATIVELLE for smoother 
maintenance. Prescribe it for initial digitalization. You will be impressed 
with its rapidity of action and virtual freedom from local side effects. 

DIGITALINE NATIVELLE is available, at all druggists, in three strengths 

for precise dosage — 0.1 mg. (Pink), 0.15 mg. (Blue), 0.2 mg. (White). 

Because of the high order of purity, most patients are adequately 

maintained on 0.1 mg. daily. The average dose for digitalization 


is 1.2 mg. in three equal doses at 4-hour intervals. 


Send for brochure: “Modern Digitalis Therapy.” Clinical sample available on request. 


VARICK pPHARMACAL COMPANY, INC. (DIVISION OF E. FOUGERA & CO. INC.) NEW YORK 13, N. Y. 
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Chior o-oul vaginal suppositories 


In Vaginal and Cervical Infections, Post-Partum and Gynecological Surgery 


a Minimize Pain and Discomfort 
‘Promote Healing 

% Prevent and Control Infection 
Maintain Normal Acidity 


“Bach Suppository Contains: 


Chlorophyll (Oil Soluble) ........ 0.24 gr. 
+. 2.00 ors. 
Sulfacetamide ...... 2.0 gts: 


Methyl Parahydroxybenzoate . 


Literature on Request. 


| 
: 
? 
Be 
& The Columbus Ph | Co., Columbus 15, Ohi 
e Columbus armaca Columbus 10 
: 


Aldiazol-M brings a high degree of safety to sulfonamide 
therapy. This alkalizing suspension of equal parts of micro- 
crystalline sulfadiazine and sulfamerazine is safer because it 
decreases the danger of crystalluria and reduces the incidence 
of allergic reactions. It offers these advantages: 


Greater Efficacy, achieved through decreased acetylation 
of the absorbed sulfonamides, and rapid absorption of the 
microcrystalline form. 


Highly Palatable. Aldiazol-M is pleasantly flavored, mak- 
ing it acceptable to virtually all patients. It is readily taken 
by children, making for universal patient cooperation and 
permitting its use whenever sulfonamide therapy is indicated. 


Greater Urinary Solubility is produced by sodium citrate 
which increases urinary solubility of the combined sulfon- 
amides by more than 400%. 


The maintenance dose of Aldiazol-M is 2 teaspoonfuls (1 
Gm. of total sulfonamides) every 4 hours; initial dose, 2 to 4 
teaspoonfuls (3 to 6 Gm. of total sulfonamides). Aldiazol-M 
is available at all pharmacies in pint and gallon bottles. 


CKO 


THE S.E.MASSENGILL COMPANY 
Gormula Bristol, Tenn.-Va. 


Each teaspoonful (5 cc.) of NEW YORK e SAN FRANCISCO e KANSAS CITY 
Aldiazol-M contains: 
Sulfadiazine 
(microcrys- 
talline)...... 0.25 Gm. 
Sulfamerazine 
(microcrys- 
talline)...... 0.25 Gm. 
Sodium Citrate. 1.0 Gm. 
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Highly emulsified 

(dispersed fat globules I micron in diameter) 
and highly condensed 

(approximately 120 calories per ounce), 
Lipomul-Oral is a palatable agent for 
caloric supplementation. 


For a well-tolerated, well-absorbed 
source of concentrated calories . . . 


* 


Preserved with Sodium Benzoate.. 0.1% 
Lipomul-Oral provides 4 calories per cc., 
or approximately 120 calories per ounce. 
Supplied in pint bottles. 

* Trademark, Reg. U.S. Pat. Off 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 


Vegetable Oil .............. W%w/v 
. Dextrose, Anhydrous ........ 10% w/v 


wv, 


Rapid salicylate satu- 
ration on smaller and 
less frequent doses 
with Pabirin in Rheu- 
matic Fever. 


Pabirin quickly re- 
lieves pain and re- 
duces joint swelling 
and redness in Rheu- 
matoid Arthritis. 


COMPOSITION 
Para-aminobenzoic 
Acid 3% gr. 
Acetylsalicylic Acid 
3% gr. 
Ascorbic Acid. .10 > 


Also available as 
Pabirin With Codeine, 
each capsule containing 
\% grain of codeine 
phosphate in addition to 
the above ingredients. 


Pabirin, containing acetylsalicylic 
acid, PABA, and vitamin C, provides 
valuable therapy in many rheumatoid 
and arthritic conditions. 


Better Tolerated 


Because it contains acetylsalicylic 
acid, Pabirin is exceptionally well toler- 
ated. This salicylate ester causes less 
gastric irritation and shows a higher 
therapeutic potency than any of the 
salicylate salts. 


Higher Blood Levels 


Since PABA reduces salicylate excre- 
tion, higher plasma salicylate levels are 
realized from the quantity of acetylsali- 
cylic acid administered as Pabirin than 
would be possible from a like amount of 
salicylate alone. 


Pabirin contains vitamin C to com- 
pensate for the augmented loss of this 
vitamin during salicylation. 


Sodium-Free 


Pabirin is sodium-free, hence is the 
salicylate combination of choice for the 
treatment of rheumatic fever with im- 
pending or frank congestive cardiac 
failure. Administered as a supplement to 
either ACTH or cortisone, it permits re- 
duction in their dosage without diminu- 
tion in clinical response. 


Pabirin provides con- 
tinued salicylation 
without symptoms of 
toxicity for maximum 
urate-eliminant effects 
in Gout. 


Pabirin provides wel- 
come analgesia in Os- 
teoarthritis. 


Pabirin maintains the 
effects of hormonal 
therapy during period 
of interrupted treat- 
ment of Rheumatic or 
Gouty Arthralgias. 


SMITH-DORSEY - Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


PREPARATION 
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Can FUNCTIONAL G.I. SPASM 
be relieved.. 


“BELLADONNA BACKFIRE 


More and more published clinical studies continue 
to prove that BENTYL provides effective relief from 
pain, cramps and general discomfort due to func- 
tional G.I. spasm . . . without “‘belladonna backfire.” 


SAFE, DOUBLE-SPASMOLYSIS 


Agathe: product of by 


Now o CINCS St. Thomes, Ont. 


Trade-mark ‘‘Bentyl”” Hydrochloride 


Each capsule or teaspoonful syrup contains DOSAGE: 


RE eather 10 mG. Adults—2 capsules or 2 teaspoonfuls syrup 3 times daily, 
when sedation is desired before or after meals. If necessary repeat dose at bedtime. 
10 MG. In Infant Colic-—% to 1 teaspoonful syrup 3 times daily 


WITH PHENOBARBITAL. .15 MG. before feeding. 
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Now you can add the 


“MISSING FOURTH” 
in peptic ulcer therapy 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) . 


2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTISPASMODIC (BENTYL Hydrochloride) which provides direct 
smooth muscle and parasympathetic depressant qualities without “belladonna 


backfire.” 


4. INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!+? indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


KOLANTYL 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 
Kolantyl Gel every 3 hours as needed for relief. 


1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 
2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 


TRADE-MARKS “KOLANTYL,” “‘BENTYL”’ 


Prescription pharmaceuticals for 125 years 
New York CINCINNATI St. Thomas, Ont. 
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NEW Pfizer Steraject Syringe 


holds 2 cartridge sizes 


sterile, single-dose 


the most 
complete line 
of single-dose 
antibiotic 


disposable 


COMBIOTIC’ 
AQUEOUS SUSPEN 


PEMCILLOM 208 


disposable cartridges cartridges 


Steraject Penicillin G 
Procaine Crystalline 

in Aqueous Suspension 
(300,000 units) 


Steraject Pencillin G 
Procaine Crystalline 

in Aqueous Suspension 
(1,000,000 units) 


Steraject Combiotic* - 
Aqueous Suspension comaionic: 2 cartridge sizes for only 7 syringe! 
(400,000 units Penicillin G 
Procaine Crystalline, 

0.5 Gm. Dihydrostreptomycin) 


two cartridge sizes permit full 
standard antibiotic dosage 


Steraject Dihydrostreptomycin 


DIN 
Sulfate Solution (1 gram) 


cartridges individually labeled 


Steraject Streptomycin - be ready for immediate use 
Sulfate Solution (1 gram) i rs 


Steraject Cartridges: for full details, ask your Pfizer 
each one supplied with Professional Service Representative 
sterile needle, foil-wrapped 


introduced by Pfizer world’s largest producer of antibiotics 


*TRADEMARK, CHAS. PFIZER & CO., INC. ANTIBIOTIC DIVISION * CHAS. PFIZER & CO,.. INC. * BROOKLYN 6, N.Y. 
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Employed as the sole medication, Arobon quickly controls the simple 
diarrheas so frequently encountered in patients of all ages. Prepared 
from specially processed carob flour, it provides a high natural content 
of pectin, lignin, and hemicellulose. Its water-binding action promptly 
leads to formed stools, and the occluding activity of its contained pectin 
and other complex carbohydrates binds and removes offending toxins 
and bacteria. Arobon is pleasant to take and tends to counteract the 
nausea associated with diarrhea. 


No Interference with Antibiotic Absorption 


Clinical studies have shown that Arobon does not interfere with the 
absorption of orally administered broad spectrum antibiotics. Hence it 
can be given to advantage in the specific dysenteries in conjunction 
with antibiotic therapy for its valuable action upon intestinal motility. 
The average single dose for adults is 2 tablespoonfuls in 4 oz. of milk, 
and for children, 1 tablespoonful in 4 oz. of milk, for infants, 2 tea- 
spoonfuls in 4 oz. of water or skim milk and boiled 

for 4 minute. 


Arobon is available in 5 oz. 
bottles at all pharmacies. 


THE NESTLE COMPANY, INC. 


WHITE PLAINS, NEW YORK 
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ETROL 


OSPHORATED CARBOHYDRATE. 


safe, pleasant-tasting, oral 


effective in 6 out of 7 cases of functional 

vomiting’ . . . reduces gastrointestinal smooth 

muscle contractions physiologically +++ COM- Bradley, JAE, et ali: 
tains no antihistaminics, barbiturates, or other J. Pediat. 38:41, 1951; 
drugs .. . also useful in nausea of pregnancy, neon an 
and for drug- or anesthetic-induced vomiting _14, 1951. 
IMPORTANT: EMETROL is stabilized at an Supplied: 
optimal physiologic pH level. Dilution would _!n bottles of 3 
upset this careful balance. For this reason, pare ge hia 
EMETROL is always taken straight, and no Gigs everywhere 
fluids of any kind are allowed for at least 

15 minutes after administration. 


write for complete literature 


KINNEY & COMPANY ¢ COLUMBUS « INDIANA 
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AQUEOUS 
2.0 mg. of Estrone , 


6.0 mg. of Testoster- 
one per cc. 


“A critical study of 92 patients pro- 
vided evidence that a mixture of a a 
estrogen and testosterone is more . : 
effective in treating menopausal 
symptoms than either individual es- 
trogenic or androgenic preparations. \\\ 
Seventy-two per cent of patients pre- 

ferred the combination of the two hor- 


mones. . . . The clinical responses to TABLETS 
the combined hormonal therapy were 1.25 mg. conjugated 
so gratifying that we now recommend estrogens equine. e; 
such treatment in the management of = 
menopausal syndrome.” tablet. 

— Dr. $. J. Glass, G. P. Journal, March, 1951. Also available in 


one-half strength. 


LABORATORY PARK DECATUR, ILLINOIS 
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The headache, vertigo, dyspnea and 
malaise associated with severe hyper- 
tension can be promptly controlled or 
greatly mitigated by Solution Intra- 
muscular Veriloid. This intramuscularly 
administered hypotensive agent leads to 
a prompt, sustained, and significant fall 
in blood pressure, providing welcome 
relief from distressing discomfort. 

A single injection of Solution Intra- 
muscular Veriloid lowers the blood pres- 
sure for 3 to 6 hours. In many instances, 
symptomatic relief persists for consider- 
ably longer periods. Through repeated 
injections, the arterial tension may be 
depressed for many hours or even days. 
Thereafter, suitable oral medication 
may be employed. This hypotensive 
agent is indicated in hypertensive states 


olution 


RELIEF OF 


HYPERTENSIVE 


accompanying cerebral vascular disease, 
malignant hypertension, hypertensive 
crises (encephalopathy), toxemia of 
pregnancy, eclampsia and pre-eclampsia. 

Solution Intramuscular Veriloid, con- 
taining 1 mg. per cc. of alkavervir in 
buffered isotonic saline solution, drops 
the blood pressure by central action. It 
has no influence on ganglionic activity 
and has no direct relaxing action on the 
blood vessels. Alkavervir, a unique frac- 
tion of the hypotensive alkaloids derived 
from Veratrum viride, is biologically 
standardized in dogs for hypotensive 
potency. 

Solution Intramuscular Veriloid is 
supplied in boxes of six 2 cc. ampuls. 
Complete instructions for use accom- 
pany each package. 


RIKER LABORATORIES, INC. 


BRAND OF ALKAVERVIR 


8480 Beverly Bivd., Los Angeles 48, Calif. 
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Aminodrox, a tablet containing colloidal 

aluminum hydroxide with 1144 or 3 gr. ~~ 
of aminophylline provides a dependable 
method of oral administration of amino- : 
phylline in doses large enough to pro- 
duce the same high blood levels obtain- 

able with parenteral administration. — 


This is possible with Aminodrox because 
gastric disturbance is avoided. 


—. Aminodrox now makes it possible to dis- __ 
card the inconvenience and potential z 
hazards of non-emergency parenteral J 
aminophylline. Besides its use as a diu- 
retic, it is now feasible to use oral amin- 

it yy 4 ophylline therapy in the treatment of 

congestive heart failure, bronchial and 
cardiac asthma, status asthmaticus, and 

320 & paroxysmal dyspnea. 


| Several studies* attest to the large dose toler- 
acne 28 ance of Aminodrox. A dose of 36 grains daily 
| produced blood levels higher than would be cus- 

200 


tomarily aimed at with parenteral administra- 

s tion. In hospitalized patients on this excessively = 
massive dosage, only 27% showed gastric dis- : 

tress. Contrast this to the 42% intolerance to 

| | plain aminophylline with only 12 grains a day. 


litereture aveileble * Cronheim, G., Justice, T. T., and King, J. S., 
100 Jr., A New Approach to Increasing Tolerance 
of Oral Aminophylline—to be published. 
* Justice, T. T., Jr., Allen, G., and Cronheim, G., 


Studies with Two New Theophylline Prepara- 
BRISTOL, TENNESSEE tions—to be published. 
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one-word § for the dry 
and 


pr escription unproductive cough 


A POTENT analgesic and antitussive, due to its content of dihydrocodeinone 
—a codeine derivative of greatly enhanced activity, remarkably free 
from nausea and constipation— 


plus the 


ANTIHISTAMINIC action provided by Pyra-Maleate (VB brand of Pyranisa- 
mine Maleate)—an effective antihistaminic with a high index of safety — 


plus the 


EXPECTORANT properties of ammonium chloride and citric acid . . . ina 
soothing, mentholated syrup vehicle. 


Supplied in 1 pint bottles. An exempt narcotic preparation. 


VB Write for detailed information 


VANPELT & BROWN, Ine. = Pharmaceutical Chemists RICHMOND 4, VA. 
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univers 
appeal 


ORANGE ... flavor, color or odor, appeals to almost every- 
one. 

ORANGE is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 

FLUAGEL Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 

FLUAGEL Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing ... Form protective film over mucosa 
... Are economical. 

Your peptic ulcer and hyperacid patients will welcome this 
change from the “round, white, peppermint-flavored"’ regimen. 
Use this different therapy . . . prescribe 


FLUAGEL 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


. Please send me sample of FLUAGEL 
Compound Tablets. 


1450 BROADWAY 
NEW YORK 18, N. Y. 


Address......... 
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A cough medication— 


“significantly 


Carefully controlled tests on 52 institutionalized 
patients have led to the conclusion! that “in all 
important categories, the glycerol guaiacolate 
preparation (Robitussin) was significantly superior” 
to the recognized remedies ammonium chloride and 
terpin hydrate. 


Robitussin ‘Robins’ employs not only glyceryl 
guaiacolate—shown to have maximum effectiveness 
for increasing respiratory tract secretions? and reducing 
coughing spells’ — but also desoxyephedrine 
hydrochloride, for relieving bronchiolar constriction‘ 
and improving the patient’s mood.’ An exceptionally 
palatable syrup, for both adults and children. 
REFERENCES: 1. Amezican Practitioner and Digest of Treatment, 
2:844, 1951. 2. J. Pharmacol. & Exper. Therapy, 87:24, 1946. 


3. Ibid, 73:65, 1941. 4. J. Pharmacol. 77:324, 1943. 5. J. Lab. & a 
Clin. Med., 28:603, 1943. 


A. H. ROBINS CO., INC. « RICHMOND 20, VA. 


Robitussin 


2 
— 
Tabulating 
clinical findings 


Carnation Gives Your Recommendation This 


0-WAY PROTECTION 


1. Carnation constantly improves its raw milk sup- 
ply. Cattle from world champion Carnation blood- 
lines are shipped to farmers throughout America 
to improve the milk supplied to Carnation plants. 


3. Carnation processes ALL the milk sold under 
the Carnation label. From cow to can Carnation 
Milk is processed—with prescription accuracy—in 
Carnation’s own plants under its own supervision. 


5. And Carnation Milk is available everywhere. 
Mothers to whom you recommend Carnation Milk 
can find it in virtually every grocery store in every 
town, wherever they travel throughout the country. 
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2. Carnation processes only high quality milk. Car- 
nation Field Men regularly check local farmers’ 
herds, sanitary conditions and equipment—reject 
milk if it fails to meet Carnation’s high standards. 


4. Carnation quality control continues even AFTER 
the milk leaves the plant. To assure freshness and 
highest quality, Carnation salesmen make fre- 
quent inspections of retail dealers’ stocks. 


DOUBLE-RICH in the food 

- values of whole milk 

FORTIFIED with 400 units 
of vitamin D per pint 


HEAT-REFINED for easier 
digestibility 


STERILIZED in the sealed 
can for complete safety 


“The Milk Every Doctor Knows” 


OTTERS TOPANGA TRADING POST dination 
Re. 


WHAT SORT OF RESULTS 
HAVE YOU HAD WITH FELSOL? 


FELSOL provides prompt 

antispasmodic, antipyretic, and 

analgesic action in ope 
symptomatic relief of ASTHMA, With 
HAY FEVER, CHRONIC 


BRONCHITIS, and SPASMODIC F FE l $ 0 | 


COUGH. 


SEND FOR 
THIS NEW 
BOOKLET 


AMERICAN FELSOL COMPANY 


LORAIN, OHIO 


Please send me your booklet, BRONCHIAL ALLERGIC 
DISEASE . . . and “threshold therapy”, also clinical 
samples of "FELSOL. 


ti 
e question 
S on th eee 
N 
«AND, 9 OUT OF 10 DOCTORS ANSWERING 
us us 
| TELL THEY good | 
us GET good | 
| | 


prolonged 
relief 

from 

nasal 
congestion 
within 

2 minutes 
with 

just 


—p 


2 drops é 


é 


Pr Vi e hydrochloride 0.05 % 


BRAND OF NAPHAZOLINE HYDROCHLORIDE 


potent, prompt-acting 
Privine is a virtually 
nonirritating 

nasal vasoconstrictor 
which can be administered 
to children as well 

as adults. 


DA summit, 
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“diabetes mellitus,” 
shows a marked 
familial ~ 
tendency” 


the diabetic family 
Every case of diabetes is a clear indication to test the patient's 
relatives for evidence of the “pronounced inherited susceptibility 
to the development of the clinical form of the disease.”! Early 
diagnosis makes possible the early control and continuous treat- 


ment that are “of the greatest importance in reducing the incidence 
and severity of degenerative complications.” 


diabetes in children 


Testing for diabetes is especially indicated in children and youthful 


members of diabetic families, since “the age at onset is earlier in 
those cases with positive family histories of diabetes.”'! Prompt 
control is a significant factor in postponing or preventing vascular 
complications — now responsible for more deaths and debility than 
all other causes in patients with onset of diabetes early in life. 


BRAND*+ REG. U.S. PAT. OFF. 


for urine-sugar detection’ 


Detection of urine-sugar is simple, reliable and rapid with 
Clinitest (Brand) Reagent Tablets. The results are directly 
read. No external heating is needed. Clinitest is excellent for 
office and clinic, and for diabetic patients. 


1. Watson, E. M., and Thompson, M. W.: 
Am. J. Digest. Dis. 18: 326, 1951. 


ELKHART, 2. Wilson, J. L.; Root, H. F., and Marble, 
INDIANA A.: J.A.M.A. 147:1526 (Dec. 15) 1951. 
Ames C of 

COMPANY, INC. | Canada, Lid. Toronto 


C-3 
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1 In 
Y TRICHOMONIASIS 


imMPROVE D 
(Allantomide VAGINAL CREAM) MONILIASIS 


MIXED INFECTIONS 


AVC Improved is a 
time tested formula 
for the treatment 
and prophylaxis 
of vaginal tract 
infections. 


} Because... 
AVC Improved re- 
establishes the nor- 
mal flora and the 
normal pH. 


Seceause... 


AVC Improved is indi- 

cated ina wide range of 

infections of the exo- 

cervix, vagina andvulva: 

Trichomoniasis 

Moniliasis 

© Specific and non- 
specific bacterial 
infections 

* Mixed infections. 


AVC Improved 
presses secondary in- 
vaders... animportant 
therapeutic 


IT WORKS!!! 


Use AVC Improved in your 
most stubborn cases. The re- 
sults will please you, and 
your patients will be grateful. 


Formula: 9-Aminoacridine Hydrochloride 
0.2%, Sulfanilamide 15%, Allantoin 
2%, specially prepared buffered 
water-miscible base. 


Available: in 4 ounce tubes, with 
or without applicator. 


literature supplied on request. 


ye T HE N A T | 0 N AL R 


big enough 
to meet the demand, 
yet small enough 


to specialize 


“AG" BOVIE ELECTROSURGICAL 
UNIT FOR HOSPITAL USE 


SYMBOL OF DEPENDABILITY AND QUALITY IN 


ELECTROSURGICAL APPARATUS 
ELECTROMEDICAL APPARATUS 
X-RAY SPECIALTIES 


¢ 
J 
\ 
| 
\ | 
} 
Bt 
| 
- P Cincinnati io 


L.. a Big Plant. Situated on an 114% stamping to finishing and polishing every 


acre site with floor area sufficient for manufacturing step is quality-contro!led. 
nearly 1000 average hospital rooms, this Such modern facilities and exacting care 
modern one floor manufacturing opera- ensures the extra value which distinguishes 
tion greatly extends the range of L-F the Liebel-Flarsheim name. 


service to the medical profession. It’s a Plant for the Future—Yours 


Be It?s a Modern Plant. Basic materials and Ours! We share our pride in our 
i are received, handled and processed in new home with the M.D.’s of America, 
" their flow through the factory, by: every whose patronage and loyalty have made 
: applicable modern technique. The de- it possible. We aim to justify your confi- 
velopment, manufacturing and _ testing dence by maintaining our long-estab- 

facilities are the finest and most up-to- lished reputation for dependable and 


date in this industry. From turning and trustworthy electromedical products. 


Streamlined flow in manufacturing ensures maximum quality 
and dependability for BOVIES, BUCKYS 
and other L-F apparatus. 


THE LIEBEL FLARSHEIM CO 
CINCINNATI, OHIO, U. A. 


! 
| 
SHORT WAVE DIATHERMY POTTER BUCKY DIAPHRAGM | 


“O-3" OFFICE BOVIE UROLOGICAL X-RAY TABLE 


\ 
: 


in 


Supplied pplied : 250 mg. of 16 3 


Hamblen states that “Premarin,” given in a cyclic fashion for several months, may bring 
about “striking adolescent changes” in the girl who has failed to develop sexually. 


Hamblen, E. C.: North Carolina M. J. 7:533 (Oct.) 1946. 


“PREMARIN 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine). Tablets and liquid. 


Highly effective + Orallyactive + Well tolerated 


Ayerst, McKenna & Harrison limited + New York, N. Y. « Montreal, Canada 5222 


It takes a 


mighty big nest of eggs. 


Forte with Vitamin C. One capsule No. 817 provides 25 mg. of thiamine, 


5115 


and more than 400 eggs would be needed to furnish the same amount. Thi 


therapeutic amounts of other B complex factors and ascor ic acid. 


~“*Beminal? 


Forte'wit 


to equal the thiaminé content of “Beminal’ 


is but one feature of “Beminal” Forte with Vitamin C whichgalso contains 4 é 


be 


©) 


No. 817: Each dry-filled capsule conta 


Thiamine HCl (B,)............ 25.0 mg 
Riboflavi (B,) A 12.5 mg. 
©, 100.0 mg 
Pyridoxine HCl (B.)............ “ALO mg 

Cale. pantothen 10.0 mg 

Vitamin C (ascorb 3 100.0 mg. 

Supplied in bottles of 30, 100, agd 1,000. ‘ss 


Ayerst, McKenna & Harrison Limited 
22 Ey 40th Street, New York 16, N. Y. 


a 

¢ 

Ye, 


stimulation of a large volume 
bile witha high water content 
for copious flushing of the biliai 
converting crude viscous act is essential. To complement the — 
bile into chemically pure err _ hydrocholeresis, biliary duct an 
sphincter of Oddi relaxation is 
Cholan-HMB contains dehydrocholic onl 
(250 mg. or 3% gr. per tablet) — — the most 
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Turning special diet patients into good patients 


The tempting variety of the many 
Gerber’s Strained and Junior (Chopped) 
Foods... plus the extra appetite-appeal 
of Gerber’s special-diet recipes —these 
help your patients to be faithful to 
your diet specifications. 


(based on recipes from Gerber's 
“Special Diet’’ booklet) 


Tomato-Vegetable Cocktail (p. 14) 
Meat Patties* (p. 23) 
Baked Potato and Vegetable Special 


(p. 22 
Plum Sherbet (p. 38) 
* * * 


*MEAT PATTIES | 


1 can Gerber's Junior Beef or Veal 
2 Ths. Gerber's Cereal 
1 Ths. milk 
1 Tbs. melted butter or margarine 
Additional Cereal for rolling | 
| 
| 


Mix meat, cereal, and milk. Shape | 
into two cakes. Roll in cereal; brush | 
lightly with melted butter or mar- | 
garine. Bake on greased pan in hot 


oven (400° F.) until lightly browned. 


FOR YOUR FREE COPIES of Gerber’s 
“Special Diet Recipes’’—based on 
Bland, Soft, Mechanically Soft, Liquid, 


on your letterhead to Dept. : 
1011-2, Fremont, Michigan. 


And of course you can count on 
Gerber’s for the careful processing that 
results not just in high nutritive values, 
but also in low crude fiber content, bland 
seasoning, fine texture .. . all of pri- 
mary importance for easy digestibility. 


BABY FOODS 


4 CEREALS ¢ 50 STRAINED & JUNIOR MEATS, 
VEGETABLES, FRUITS, DESSERTS 
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Stop it... 
with a flash 


Now, when you photograph patients too young, 
too tired, too nervous, or too ill to co-operate, 
you can get needle-sharp pictures—easily—for 
you can stop all human motion with Kodak high- 
speed flash equipment. And, according to your 
needs, you can make your photographs in 
black-and-white or full color. 


Stop it ee e with the 
Kodatron Studio Speedlamp 


Here is ultra-fast lighting—easy to handle— 
cool, comfortable for the patient, convenient for 
the user. The Kodatron Studio Speedlamp 
operates on 115-volt, 60-cycle circuit; delivers 
flash of extreme brilliance yet short duration— 
approximately 1/5,000 second with one lamp, 
1/10,000 second with two or more lamps. Its use 
means fully exposed negatives and no negatives 
wasted as a result of subject motion. List price, 
complete, $629, subject to change without notice. 


For further information see your photo- 
graphic dealer or write for literature. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Complete line of Kodak Photographic Prod- 

ucts for the Medical Profession includes: 

cameras and projectors — still- and motion- 

picture; film—full color and black-and- 

white (including infrared); papers; proc- 

A typical infantile paralysis case with right quadriceps weakness. essing chemicals; microfilming equipment 
Courtesy of The Strong Memorial Hospital, Rochester, N. Y. and microfilm. 


Serving medical progress through 
Photography and Radiography 


TRADE-MARK 
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\ford ram atti ic resul ts 


infections 


The name Schering has come to stand for pioneering 


research and leadership in steroid hormone chemistry. 
Now Schering adds this new important product to its 
steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets, bottles of 30. For complete information 
write to our Medical Service Department. 


CORPORATION-BLOOMFIELD,N.J. 


: 
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WYDASE IN OFFICE PRACTICE 


Part of a Series on Its Everyday Uses 


THE MANAGEMENT OF RENAL LITHIASIS 


(New use, now Council-accepted) 


It is generally accepted, although not 
entirely established, that kidney stones 
may result from a change in the normal 
relation between colloids and crystalloids 
in the urine. 

The colloidal state of the urine in lithi- 
asis patients is altered by subcutaneous 
injections of Wydase. This results in clari- 
fication of cloudy nonpurulent urines 
and inhibits the formation of new crystal- 
line material of all types by increasing 
their solubility. 


This effect of Wydase on the urine has 
been found useful in the management of: 

Multiple, rapidly recurring small caly- 

ceal stones 

Renal surgery requiring drainage 

Any calculous condition which presents 

surgical hazards 

The Council on Pharmacy and Chem- 
istry of the A.M.A. has now accepted 
the use of Wydase in management of 
renal lithiasis. 


WYDASE INJECTIONS REDUCE TURBIDITY AND SEDIMENT OF URINE 


Uncentrifuged specimens of urine show marked decrease in turbidity and sediment after a single 
subcutaneous injection of Wydase. (Note contrast in visibility of black line behind tubes.) Speci- 
mens collected at varying intervals over 24 hours. Clarification occurred one hour after injection. 


Maximum effects are evident at 2, 4 and 6 hours. 


LYOPHILIZED 


WYDASE 


HYALURONIDASE, WYETH 


—for use in renal lithiasis—is supplied in multiple dose vials of 1500 turbidity- 
reducing (TR) units. Also available in vials of 150 TR units. 
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Effective in Glaucoma even 


in Patients Unresponsive to 


Ordinary 


Dependable, prolonged action, and virtual 
freedom from systemic disturbances are char- 
acteristics of FLOROPRYL that recommend its 


use in the treatment of glaucoma. Often 


effective when other miotics fail to reduce in- 


traocular tension, FLOROPRYL greatly exceeds 
pilocarpine and physostigmine in duration of 
action. Intraocular tension is reduced in many 


patients with just one application each day. 


Literature on request. 


(Di-isopropyl Fluorophosphate Merck) (DFP) 


MERCK & CO., INc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
In Canada: MERCK & CO. Limited Montreal 


Research and Production 
for the Nation’s Health 


© Merck & Co., inc. 
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To Clear Congestion, Control Cough 


WITHOUT CODEINE SIDE-EFFECTS 


The action of a powerful histamine antagonist to relieve respiratory 
congestion and inflammation, alleviate bronchial irritation 

—this distinguishes Pyribenzamine Expectorant from ordinary cough syrups. 

But more than that, this unique antitussive combination 
provides a long-acting bronchiole-relaxant plus 
an effective liquefying agent to promote more productive expectoration. 
Pyribenzamine Expectorant thus counters basic causes of cough, 

without constipation or other unfavorable reactions to codeine. 


@ Make this non-narcotic decongestant your next prescription for cough. 


Each teaspoonful (4 cc.) contains 30 mg. 
Pyribenzamine citrate (tripelennamine), 
10 mg. ephedrine sulfate, 80 mg. ammo- 
nium chloride. In pint and gallon bottles. 


Pyribenzamine’ exrecrorant 


Gi 
Nba SUMMIT, NEW JERSEY 
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HARASSING DERMATOSES 


TRADE MARK 


FOR PROMPT SYMPTOMATIC RELIEF 
AND HIGH THERAPEUTIC EFFICACY 


Histar, a true achievement in dermatologic therapeutics, presents 
a combination of pyrilamine maleate, 2 per cent, and an extract 
of carefully selected crude coal tar (Tarbonis) brand, 5 per cent, 
in an emulsified hydrophylic base, non-greasy and clean in appli- 
cation. In harassing skin conditions, burdened with tormenting 
burning and itching and refractory to other treatment, Histar 
Neurodermatitis has proved of high therapeutic value. 

Urticaria 


Papular Urticaria A POTENT LOCAL ANESTHETIC 


Allergic Rashes Pyrilamine maleate, a potent yet relatively nontoxic, nonirritant 
Allergic Eczematous . antihistaminic, neutralizes the excessive histamine released into 

Dermatitis the affected tissues by dermatoses with allergic components; thus 
Atopic Dermatitis it quickly overcomes the associated burning and pruritus. Further- 
Dermatitis Venenata more, it is reported to be a powerful local anesthetic 3.3 times as 
potent as procaine.* 


Three years of clinical 
study have established 
the efficacy of Histar in 


Psoriasis with 
Allergic Component 
idiopathic and Secondary DECONGESTANT... ANTI-INFLAMMATORY 
Pruritus Ani, Vulvae, The contained tar extract in Histar rapidly improves the lymph 
and Senilis circulation in the skin and lessens the edema accompanying local 
pathology, thus aiding the normal defense forces of the tissues. 


PHYSIOLOGIC SYNERGISM 


The two therapeutic agents in Histar not only appear to potenti- 
ate each other, as indicated by their greater efficacy when applied 
in this combination, but their actions complement each other and 
stimulate and enhance the natural defense mechanism of the body, 
in histamine neutralization and absorption and removal of 
offending infiltrates and exudates. 


Histar is available on prescription through all pharmacies, 
in 2 oz. jars; for dispensing, in 1 lb. jars through surgical 
supply dealers. Physicians are invited to send for litera- 
ture (clinical background) and samples. 


*Dews, P.B., and Graham, J.D.P.: Antihistamine Sub- 
stance 2786 R. P., Brit. J. Pharmacol. /:278 (Dec.) 1946. 


THE TARBONIS COMPANY 


4300 Euclid Avenue ¢ Cleveland 3, Ohio 
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presenting 


BUTAZOLIDIN’ for reli of 


brand of phenylbutazone 


synthetic 


non-hormonal 


orally effective 
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After almost four years of intensive pharmacologic and clinical research, 
BUTAZOLIDIN, a totally new nonsteroidal agent for the relief of arthritis and 
allied disorders, is now available on prescription. 


The distinctive features of BUTAZOLIDIN include: 


© Broad Therapeutic Spectrum that includes virtually all forms of 
arthritic disorder. 


Potent Therapeutic Effect evident in relief of pain, accompanied 
frequently by decrease of spasm and swelling and increased mobility. 


¢ Prompt Action manifested generally by clinical improvement in 24-48 hours. 
e High Tolerance affording a relatively low incidence of serious side reactions. 
e Effectiveness by Mouth in dosage of 600-800 mg. daily. 


BuTAzo.ipin is well within the means of the average patient. 


indicated in all arthritic and allied disorders 


Gouty Arthritis Osteoarthritis 
Rheumatoid Arthritis Psoriatic Arthritis 
Spondylitis 
For relief of pain associated with: 
Fibrositis Myositis 
Muscular Rheumatism Neuralgia 
Bursitis Herniated Intervertebral Disc 
Osteoporosis of the Spine Sciatica 
Scapulo-humeral Periarthritis 


In order to obtain optimal results and to avoid untoward reaction it is highly 
desirable for the physician to become thoroughly acquainted with the charac- 
teristics of Butazo.ipin before prescribing it. Physicians are urged to read 
the package circular carefully or to write for the Butazo.ipin brochure, 
which will gladly be sent on request. 


Availability: Butazo.win (brand of phenylbutazone*) issued as sugar-coated 
tablets of 200 mg. and 100 mg. 


GEIGY PHARMACEUTICALS : Division of Geigy Company, Inc. 


220 Church St., New York 13, N. Y. 
*U. S. Pat. No. 2,562,830 
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entle Sedation 


for Infants and Children 


@ 
Colicky gastrointestinal disorders... 
excited nervous states... 
restlessness... 
insomnia accompanying severe infections... 


Whenever a barbiturate is indicated in pediatric practice for 
sedation or hypnosis, remember the gentle “intermediate” 
action of Elixir Butisol Sodium. Butisol Sodium is 
metabolized in the body and hence provides sedation with 
less risk of barbiturate accumulation than with phenobarbital. 
PEDIATRIC DOSE RANGE: One-quarter to one teaspoonful 


(7.5 mg.— 30 mg. Butisol Sodium) depending on age 
and the degree of depression desired. Caution: Use only as directed. 


Samples on request. 


= 
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Cardalin tablets rapidly produce therapeutic effects comparable 
to the intravenous or rectal administration of aminophylline. 


PATENT PENDING 


for the cardiac patient 


for the asthmatic patient 


IRWIN, NEISLER & 


ora | = 5 grains of aminophylline per 
. the highest concentration sup- 
ml for oral administration. The use of 
two anti-nausea factors (Aluminum Hy- 
droxide and Ethyl Aminobenzoate) 
eliminates the nausea, vomiting and gas- 
tric irritation that usually accompany 
high, oral aminophylline dosage. 


Each Cardalin tablet contains: 
Aminophylline 

Aluminum Hydroxide 

Ethyl Aminobenzoate 
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Stuart Co., The . . . opposite 128 
University of Pennsylvania . . . 128 
Upjohn Co., The . . . . . 174-175 
Vanpelt & Brown, Inc. . . . . . 183 
Varick Pharmacal Co. . . . . 170 
Walker Laboratories, Inc. . . . . 196 
Warner, Wm. R., & Co., Inc. . . 152 
Warren-Teed Products Co., The . 9 
Winthrop-Stearns, Inc. . . . . . 2 
Wocher, Max, & Son Co. . . . . 155 
Wyeth, Inc... . . . . 14, 164, 198 
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WORLD'S LARGEST PRODUCERS 
OF ULTRAVIOLET EQUIPMENT 


GP « November, 1952 


The value of ultraviolet ancillary treatment in 
physical rehabilitation is generally recognized. 
For making up dietary deficiencies, increasing 
blood hemoglobin levels, improving the ab- 
sorption of calcium, iron, nitrogen and phos- 


phorus, and for many other bactericidal or 
2 pe improveo therapeutic uses, proper exposure of the Pa- 
“CALCIUM, Busy physicians have found they can ease 
_their schedules by prescribing home ultraviolet 
z PHOSPHORUS treatments. And the Hanovia Prescription 


Model Ultraviolet Quartz Lamp has been de- 
veloped especially to deliver the most effective 
wavelengths in the stimulating portion of the 
ultraviolet spectrum, as shown in the chart. 

For supplementary home treatments your 
patients can purchase Hanovia Prescription 
Model Ultraviolet Lamps on convenient pay- 
ment terms. Write for literature and the name 
of our nearest representative or dealer. 


HANOVIA CHEMICAL & MFG. CO. 
Dept. GP-11, 100 Chestnut St., Newark 5, N. J. 


: SUPPLEMENTAL ULTRAVIOLET THERAPY IN THE 
4 PATIENT'S HOME... a valuable adjunct in physical rehabilitation 
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when rapid 
and sustained response 
in hypochromic anemias 


iS required 
UFERYLL 


provides four-fold stimulation of blood 

regeneration. Prompt production of hemoglobin 

and erythrocytes avoids the delayed response 
e often encountered in iron replacement therapy. 


Each CUFERYLL Tablet contains: 


Ferrous Sulfate, Exsiccated, U.S.P. . . . . 200mg. 
Sodium Potassium Copper Chlorophyllin . . 25 mg. 
3 mcg. 


Dosage: One tablet three times a day. 
Available in bottles of 100. 


é »-INC., MILWAUKEE 1. WISCONSIN 
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lifetime therapy — 


NEOHYDRIN helps keep the cardiac patient in 
fluid and electrolyte balance for his lifetime 
—a lifetime that might be impossible with- 
out such control of water and salt metabolism. 


day in, day out diuresis — 


NEOHYDRIN daily, maintains a steady, unin- 
terrupted diuresis. This allows:more liberal 
salt intake which benefits the patient psycho- 
logically. Even more important, liberalized 
salt intake permits the daily physiologic in- 
take and output of sodium required by the 
body and safeguards against salt depletion. 


prescribe NEOHYDRIN when indicated in 
congestive heart failure e recurring edema and ascites ® cardiac asthma @ hypertensive heart disease 
dyspnea of cardiac origin © arteriosclerotic heart disease ¢ fluid retention masked by obesity ¢ and, 
for patients averse to their low-salt diet. 


STRADEMARK APPLIED FOR 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK ®) 
INJECTION 


how to use this new drug B 


Maintenance of the edema-free state has been accom- 
plished with as little as one NEOHYDRIN Tablet a day. 
Often this dosage of NEOHYDRIN will obtain per week 
an effect comparable to a weekly injection of MERCU- 
HYDRIN.® When more intensive therapy is required one 
tablet or more three times daily may be prescribed as 
determined by the physician. 


Gradual attainment of the ultimate maintenance dosage 
is recommended to preclude gastrointestinal upset which 
may occur in occasional patients with immediate high 
dosage. Though sustained, the onset of NEOHYDRIN 
diuresis is gradual. Injections of MERCUHYDRIN will be 
initially necessary in acute severe decompensation. 


NEOHYDRIN is contraindicated in acute nephritis. 


Any patient receiving a diuretic should ingest daily a 
glass of orange juice or other supplementary source of 
potassium. 


packaging Bottles of 50 tablets. There are 18.3 mg. 
of 3-chloromercuri-2-methoxy-propylurea in each tablet. 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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So inviting in flavor, color and aroma... 


puts a smile 
in the 
vitamin 
spoon 


‘PALATABLE EMuLsioN OF 
THIAMINE, RIBOFLAVIN 
AND WIACINAMIDE 


CONTAINS 5 PERCENT 


Vitamin time becomes ahappy fm 


i i a Pune 
time when young patients see Mulcin wget al 


coming! The refreshing orange flavor, pleasant aroma and sunny 
yellow color of this vitamin emulsion bring bright smiles to their faces. 
Mulcin’s texture is smooth and light, with no trace of stickiness. 


Pouring is easy. Stable at room temperature, Mulcin needs no refrigeration. 


Children like taking Mulcin directly from the 
: spoon. For infants, Mulcin may be mixed 
EACH TEASPOON OF MULCIN SUPPLIES: with formula, fruit juice or water. 
— ae] A product of true pharmaceutical elegance 
and maximum acceptability, Mulcin is a 
Vitamin D . 1000 units distinguished member of Mead’s vitamin family. 


Thiamine . 1.0 mg. 
Riboflavin . . 


1.2 mg. 
Ascorbic Acid . - 50mg. 


Available in 4 oz. and economical 1 pint bottles. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND.,U.8.A. 
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